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(Read before the 54th annual session of the New Mexico 
Medical Socie:y, Carlsbad, N.M., May 6-8, 1936; and before 
the 45th annual session of the Arizona State Medical Asso- 
ciation, April 23-25, 1936.) 





Emergency treatment should begin at the 
place and time of an injury. Fractures are 
emergencies and the initial treatment is most 
important. “Splint them where they lie” and 
avoid rough handling; many simple fractures 
have been made compound and irreparable 
damage done to soft parts through improper 
handling. s 

It is up to the medical profession to see that 
fracture cases receive proper first aid treat- 
ment so as not to receive additional injury 
through the handling of well meaning but in- 
experienced persons. The medical profession 
must realize the need of fixed traction of frac- 
tures for transportation and insist that it be 
generally used. Every doctor should be well 
trained in first aid and fixed traction so that 
he can instruct the general public in the meth- 
ods. All physicians should actively assist in 
promoting the giving of better first aid to frac- 
ture cases. 

Through training of laymen who live at 
strategical points, in the use of fixed traction 
fracture cases may be transported without fur- 
ther harm to where further proper treatment 
can be given. The time of recovery may be 
thereby reduced with an average saving of 
$100.00 in the treatment of each extremity 
fracture. Were this method universal in the 
United States it wou!d result in a saving of ap- 
proximately $30,000,000.00 a year. 

The “first aiders” must understand that their 
services are strictly emergency measures, car- 
ried out in the absence of physicians prepar- 


atory to medical care which must be given as 
soon as possible. Every injured person must 
be seen by a physician. 

The Kellar-Blake hinged half ring splint 
with web strap and buckle for the lower ex- 
tremity and the Thomas-Murray hinged splint 
for the upper are the simplest and most con- 
venient for the emergency treatment of frac- 
tures of long bones. They should be standard 
equipment, of every ambulance, for every high- 
way patrolman and of every industrial plant, 
mine, construction crew, etc., wherever frac- 
tures are apt to occur. When these splints are 
not available the fractured extremity can be 
placed on a pillow and side splints applied, 
held by straps, bandage, cloth or rope. If pil- 
low and splints are not to be had, a fractured 
upper extremity can be bound to the side of 
the body and a lower to the opposite limb. 

Even the simp!est fracture deserves proper 
first aid attention. The general practitioner 
treats the majority of fractures; he should 
equip himself adequately to handle those 
which he is capable of treating and he should 
recognize early those which he is not equipped 
to treat. The physician who accepts a fracture 
case should be held responsible for the end re- 
sults and not the orthopedist nor the surgeon 
who sees the case when failure is imminent. 

A patient in shock should not be transport- 
ed great distances; put him in a warm bed in 
the house nearest to the site of the accident 
and keep him there until he recovers from 
shock; during this time, disturb him as little 
as possible. 

Shock of some dégree exists with all frac- 
tures and should always be looked for. Many 
lives have been sacrificed through subjecting 
injured persons to the shock of reductions be- 
fore recovering from shock of the injuries. The 
emergency treatment should combat shock and 
relieve pain. Only then may a careful, gen- 

eral physical examination of the patient be 
made or radiography considered. 
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The suspected fracture area should be exam- 
ined for injury — abrasions, contusions, and 
cuts of the skin, muscles, nerves, tendons, and 
blood vessels. If there is a fracture of a long 
bone, comparative measurement of the length 
of the two limbs should be made and record- 
ed. Roentgenograms of all fractures should be 
obtained before and after reduction. They will 
determine the site of the fracture and wheth- 
er simple, comminuted, oblique, spiral or trans- 
verse, and whether the parts are in good posi- 
tion or angulated or overlapped. 


Reduction should be undertaken as soon as 
the patient reaches favorable surroundings, 
and after a correct diagnosis is established and 
the proper equipment and necessary assistance 
is secured. Reduction is usually relatively 
easy if undertaken within a few hours after 
the accident, while muscle spasm is still acute 
and before it has become fixed. It is unsatis- 
factory to attempt reduction without an anes- 
thetic which may be local, general, or spinal, 
as indicated. 

Treatment of fractures should center more 
upon local findings and careful handling of the 
injured parts, than upon the general metabol- 
ism of the individual. The early replacement 
of the bone ends in as nearly perfect apposi- 
tion and alignment as possible with immobili- 
zation to protect the matrix is essential for nor- 
mal repair. Injuries to soft structures should 
be given proper attention before or after re- 
duction. Every injured tissue should be re- 
stored to as near normal as possible. 

Reduction of fractures is effected by manip- 
ulation, traction and open operation. Painstak- 
ing attempts to reduce fractures by manipula- 
tion and traction as a closed procedure should 
be made. The indications for open reduction 
of fractures are positive in only a few cases. If 
it is impossible to reduce a fracture so that 
good functional result reasonably can be ex- 
pected, then it is permissable to perform an 
open reduction. Open reductions should only 
be performed by those trained and equipped 
to do bone surgery under the most perfect 
asepsis and technique. Metal bands, nails, 
plates or screws may be required to hold the 
bone ends in position but not as a routine. 

Compound fractures should be treated con- 
servatively, whenever possible. A wound 
should be covered immediately with sterile 
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compresses while a wide area of the surround- 
ink skin is thoroughly scrubbed with hot wa- 
ter and soap stroking away from the wound. 
Th .n the wound, including protruding bone 
ends and surrounding skin should be treated 
with ether. Strong antiseptics should not be 
used. They prevent healing and favor infec- 
tion. Lever the bones back into position and 
immobilize. Bone fragments are to be cleans- 
ed and replaced in as near normal position as 
is possible but foreign material should not be 
introduced to maintain the fragments in posi- 
tion. Debridement must be thorough; trauma- 
tized margins of skin fascia, muscle and fat 
should be cut away and active bleeding should 
be stopped and severed tendons be sutured. 
If the wound is not more than 6 hours old it 
may be closed safely with a through suture; if 
beyond this period, temporary drainage is ad- 
visable. Prophylactic tetanus antitoxin should 
be given after making the skin test for sensiti- 
zation. 


The choice of splints must rest with the 
physicians. I believe that plaster of Paris is 
the best material for external splints. Learn to 
use plaster of Paris proverly and you will have 
the same feeling toward it. It can be molded 
to fit the injured parts more satisfactorily than 
can ready-made splints. Splints should never 
be applied with the idea that they will correct 
deformity, but should be used to retain the 
fractured bones in the position obtained after 
reduction. 


Traction by mole skin, the Kirschner wire 
or the Steinmann pin are frequently required 
to obtain and maintain alignment and avposi- 
tion of the fractured ends and fragments. When 
a strong pull must be exerted and long time 
traction is anticipated, skeletal traction is very 
much more desirable. Properly applied it can 
be left on as long as necessary. A Kirschner 
wire or Steinmann pin can be chosen accord- 
ing to the experience of the person treating the 
case. The amount of the weight will depend 
upon the pull required and the results as 
shown by radiography. Just how long a frac- 
ture should be retained in splints or under 
traction should also be determined by radio- 
graphy. Too much manipulation of a fracture 
interferes with healing and frequently results 
in non-union. 


Roentgenograms should be taken frequently 
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enough to determine the callus and bone for- 
mation. Support must not be removed from 
a healing fracture until bony union has oc- 
curred. Even after bony union appears com- 
plete, deformity may result if retention is re- 
moved too early. Lower extremity fractures 
shoull always be protected by a retention 
splint, preferably walking caliper for fractures 
of the femur, until firm bony union is estab- 
lished. Late weight bearing should be the rule 
in these cases. 

A mistake frequently made is to continue 
fixation too long after bony union is complete, 
allowing the joints to become ankylosed and 
the muscles to lose their tone and elasticity. 
Active motion not producing pain, will greatly 
aid and hasten functional restoration of the 
joints and soft parts. Forced passive move- 
ments of healing fractures and adjacent joints 
should never be countenanced. 

Every individual or hospital accepting frac- 
tures should provide both promptness and 
thoroughness. The care of fractures should be 
closely supervised by those thoroughly train- 
ed, and deeply interested in the end results. 

CONCLUSIONS 

Fractures are emergencies and treatment 
should begin at the place and time of the in- 
jury. 

Since first aid for fractures is usually given 
by laymen, the medical profession should train 
certain laymen in first aid and fixed traction 
method for transportation of fracture cases. 

The general practitioner should be encour- 
aged to equip himself to handle adequately, 
uncomplicated fracture cases. 

The treatment of shock is of first import- 
ance. 

A careful painstaking examination should be 
made in all cases. 

The treatment of a fracture should be cen- 
tered more upon the local findings and im- 
mediate careful handling of the injured parts, 
than upon the general metabolism of the indi- 
vidual. 

Use closed reductions when possible, and 
open reductions only if it is impossible to re- 
duce a fracture to a place where good func- 
tional results can be reasonably expected. 

Compound fractures must have the most 
scrupulous care to obtain satisfactory results. 

Plaster of Paris is the best material for ex- 
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ternal splints. Mole skin or skeletal traction 
are frequently required to obtain and maintain 
alignment and apposition of the fractured bone 
ends and fragments. 

Roentgenograms are necessary before and 
after reductions and throughout the entire 
period of the treatment of fractures. 

Support must not be removed from a heal- 
ing fracture too soon and fixation must not be 
kept up too long. 

The care of fractures should be closely 
supervised by those thoroughly trained, ex- 
perienced and deeply interested in the end re- 
sults of fractures. 





MANAGEMENT OF HEAD 
INJURIES 


os 


C. C. NASH, M. D. 
Dallas Texas 





(Presented before The New Mexico Medical Society, at its 
54th annual session, at Carlsbad, N. M., May 6-8, 1936.) 





All cases of head injury suffer from shock, 
the degree depending upon the severity of the 
brain damage. Shock is manifested by lower- 
ed body temperature, weak pulse, low blood 
pressure, vomiting and slow and shallow res- 
piration. The pulse may be fast or extremely 
slow—below 50 to the minute. This, in my ex- 
perience, is a grave sign. The diastolic blood 
pressure is of more importance than the sys- 
tolic, as in severe injuries the systolic may be 
around 100 with the diastolic naught. 

The first consideration in the treatment of 
shock is to lower the head and apply external 
heat to the body and extremities. The second 
is control of hemorrhage from wounds of the 
scalp. The hair should be hurriedly clipped, 
the wound slopped with 5 to 10% mercuro- 
chrome and closed with skin clips. These 
measures can be effectively carried out in the 
patient’s room. A patient with a severe type 
of head injury should never be carried to the 
emergency room as surgery other than 
that above mentioned is contra-indicated. In 
this day of high speed travel, injuries to the 
extremities and pelvis are common complica- 
tions, but they are secondary considerations 
as it is exceptional for any of them to result 
fatally and no attempt should be made to re- 
duce a fracture until shock has subsided. 
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During shock from a head injury there are 
a few don’ts that should be emphasized. 
Don’t expose the patient. Stripping the pa- 
tient reduces the body temperature and adds 
to the shock. An exception is when the pa- 
tient’s clothes are wet. The clothes should 
then be cut away and warm blankets applied 
next to the skin. 


‘ Don’t give mcrphine. It should not be nec- 
essary to emphasize this; but it is still used by 
some doctors. Morphin depresses respiration 
and above everything else it masks symptoms 
and one cannot tell whether the patient is 
comatose from injury or morphine. An excep- 
tion may have to be made in the occasional 
exceptionally wild and restless case. 


Don’t give glucose for the reason that it fur- 
ther lowers intracranial pressure and if there 
is intracranial bleeding the hemorrhage will 
be increased. 


Don’t give hypodermoclysis. This only adds 
to the body fluids and increases the onset of 
cerebral edema. If the patient has lost much 
blood replace it by transfusion. 

Don’t do a spinal puncture as it increases 
the shock and by removing spinal fluid in- 
creases intracranial hemorrhage. 

Don’t elevate the head of the bed. The head 
should be lowered to increase the blood vol- 
ume in the head, thus allowing an increased 
amount of venous blood to flow through the 
respiratory center. The head should be kept 
low until all signs of shock have subsided and 
then the head should be placed on a level with 
the body. This position should be maintained 
until the patient is well on the road to recov- 
ery. 

Don’t do surgery during shock. Broken 
bones can be set later, perhaps not as nicely, 
but it is much better to have a living patient 
with a crooked limb than one in the cemetery 
with perfect reduction of a fracture. Tying of 
bleeding vessels and clipping wound margins 
in apposition is permissable. 

Don’t conduct an elaborate examination as 
this can well wait until shock has subsided, 
and don’t x-ray the patient. 

The things that should be done are, record- 
ing the patient’s temerature, respiration, and 
blood pressure every hour until shock has sub- 
sided. This usually requires from 6 to 12 
hours, at the end of which time the patient can 
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be safely examined. If the injury is so severe 
that there is no response to treatment, death 
usually takes place in this time. 


After shock has subsided a careful neuro‘og. 
ical examination should be done. 

Compound fractures may be obvious, though 
they can be overlooked in a hairy scalp. De- 
pressed fractures can seldom be diagnosed at 
this time due to swelling. Well made x-ray 
films are usually necessary. 


Rupture of the middle meningeal artery is 
rare in our experience—occuring in about 1% 
of cases. It is followed by a gradually develop- 
ing hemiplegia and coma. There is seldom a 
lucid interval following injury. The patient 
does not arouse from the period of uncon- 
sciousness following injury and within a few 
hours paralysis of one-half the body is detect- 
ed. In patients in deep coma following head 
injuries the diagnosis of hemiplegia sometime 
is extremely difficult as the deep reflexes are 

Yabolished and the Babinski is nearly always bi- 
lateral from the greatly increased intracranial 
pressure. A dilated pupil is nearly always on 
vthe side on which the hemorrhage has oc- 
curred. It is thought by many that if an x-ray 
film shows a fracture line across the groove 
of the middle meningeal artery a rupture of 
this artery may be suspected; the artery can 
be torn without skull fracture. The dura is 
usually not torn and the blood dissects the 
dura from the skull, the artery continuing to 
bleed until clotting occurs in the torn artery. 
It has been our experience that if care is ex- 
ercised in removing the clot and the stump of 
the artery is not disturbed that further bleed- 
ing does not occur. 


An interesting recent observation is that of 
extra-dural hematoma in the posterior fossa 
producing alarming symptoms of high temper- 
ature, rapid pulse, irregular respiration, etc. 
A linear fracture has demonstrated by x-ray 
film almost in the mid-line of the occipital 
bone, and this region was explored. A thick 
firm clot was found between the bone and the 
dura. This was removed and the bleeding ap- 
parently had come from a diploeic sinus which 
began to bleed anew but was rapidly controll- 
ed with wax. The dura was opened, but noth- 
ing of note was found in the basilar cystern. 
A drain was inserted and wound closed. His 
general condition soon became better and he 
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rapidly recovered, except his mind is some- 
what clouded. 

A large collection of blcod in the subarach- 
noid space may cause hemiplegia and unless 
operated early grave danger of permanent 
crippling exists. Likewise hematoma may oc- 
cur early in the subdural space. I believe it 
is almost impossible to diagnose a subdural 
hematoma at this time. They frequently cause 
no symptoms for months or years when they 
may be mistaken for intracranial tumor. 

Contra-coup fractures of the skull are rare, 
but contra-coup injuries of the brain are com- 
mon. This is particularly true in falls from a 
height or in accidents from high speed auto- 
mobiles. These injuries are frequenty lacera- 
tions of- the cortex followed by hemorrhages 
over large areas. If a large artery is torn 
death always results in a few hours, but 
venous bleeding usually stops when the intra- 
cranial pressure sufficiently increases. 

Aphasia is annoying and may be the only 
disability. It may be accompanied by a hom- 
onymous heminopsia and is always due to 
injury of the left temporal lobe. Loss of mem- 
ory and inability to read or to understand the 
written word may further complicate matters. 

Convulsions are fairly common in severe 
head injuries in children, but rare in adults. 
They may be jacksonian in type, but more fre- 
quently are generalized. 

Mental changes amounting to acute. insanity 
may occur immediately following recovery of 
consciousness. It is rare and I have only had 
3 such cases and strange to say each had a 
linear fracture of the occipital bone. In all 
probability there was contra-coup injury of 
the frontal lobes, though repeated careful 
neurological studies did not show the usual 
signs of frontal lobe lesion. 

Subpial hemorrhage may occur over large 
areas of the cortex and if over the region of 
the fissure of Rolando produce great restless- 
ness and hypersensitiveness. This restlessness 
may be so extreme that the patient dies from 
exhaustion in spite of large doses of sedatives, 
hypnotics, etc. 

Hemorrhage in the sub-arachnoid space oc- 
curs in practically all severe head injuries 
whether accompanied by fracture of the skull 
or not. This is shown by a spinal puncture. 

Bleeding from an ear may point to a frac- 
ture of the corresponding petrous bone. Es- 
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cape of cerebro-spinal fluid is diagnostic but in 
my experience rare. I have never seen bleed- 
ing from the ear alarming from the loss of 
b'ood and usually it ceases after a few hours. 
It has seemed in a number of cases to be life- 
saving. Escape of spinal fluid through the nose 
is serious and may result in meningitis and 
death. 

Fractures of the anterior fossa produce enor- 
mous hematoma in the orbital fossae resulting 
in great edema of the lids and cheeks so that 
for days the patient is unable to separate the 
lids. The sense of smell may be damaged or 
even destroyed. Bleeding from the nose may 
be profuse and in comatose patients the blood 
may fill the bronchial tree causing death. 
Various palsies of cranial nerves may be seen. 
The most common is a unilateral 6th nerve 
palsy resulting from direct pressure of the 
post-inferior cerebellar artery on the nerve. 
Peripheral paralysis of the 7th nerve results at 
times from the fracture through the petrous 
bone. Another curious type is bilateral paraly- 
sis of the 6th and 7th nerves without involve- 
ment of other cranial nerves or loss of pain and 
temperature sense in the body. 

X-ray films in “stereo” and in 3 directions 
should be made when possible. Never is x-ray 
film of a head an emergency. They are of lit- 
tle practical value, except in depressed frac- 
tures but are of inestimable value in medico- 
legal cases. 

After the examination is complete a spinal 
puncture should be done and the spinal fluid 
pressure carefully measured with either a mer- 
cury or water manometer. I use the mercury 
because it is convenient to carry around and 
much simpler to sterilize. The normal pres- 
sure with Fleischer instrument is 6-8 mm. of 
mercury. If the pressure is increased sufficient 
fluid should be removed to lower the pressure 
to one-half the initial reading. This procedure 
should be carried out with the patient lying on 
one side. A liberal amount of 1% procaine 
solution should be used as a local anesthetic. 
When done in this manner no harm results and 
it is of great value in treatment. 

All compound fractures and all depressed 
ones whether simple or compound and all 
cases showing localization signs of pressure 
over the cortex should have appropriate surgi- 
cal measures. For the compound fractures de- 
bridement and if comminuted or depressed 
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the removal of fragments and elevation or re- 
moval of depressed bone should be done. Those 
showing localizing signs can usually be cared 
for through subtemporal decompressions. 

A large percentage of head injuries shows no 
localizing signs and it is this that has caused 
such a voluminous literature on head injuries 
during the past 15 years. The temperature 
may rise rapidly and is usually a grave sign. 
It may rise rapidly for a few hours and then 
gradually drop to normal; an occasional case 
will recover where temperature has reached 
106. Profound coma and rapid pulse with high 
temperature usually mean fatal outcome. 
There is another type of case whose descrip- 
tion is atypical of what was described many 
years ago as fractured skull, viz: unconscious- 
ness, deepening into coma, irritability or hy- 
persensitiveness the patient pulling away from 
the examiner and resisting passive movements, 
a pulse that gradually becomes slower so that 
at 48 to 72 hours following injury may be as 
low as 40. The temperature remaining around 
normal or slightly above, the blood pressure 
goes up to 130-150 and the spinal fluid is 
bloody with pressure from 20 to 30 mm. of 
mercury. These are signs of medullary com- 
pression and unless soon relieved the edema 
of the brain extends into the medulla with fa- 
tal results. Unless relieved the pulse rate be- 
gins to increase and the temperature to rise 
so that in from 12 to 24 hours the temperature 
reaches 104 and pulse 130 to 160. If the case 
is allowed to go this far it is usually hopeless. 

Another type is where the pulse is fast on 
admission accompanied by a temperature of 
102-103 and frequently by great restlessness 
and profuse sweating. The nails and lips are 
cyanotic and respiration rapid. The blood pres- 
sure is usually about normal or below. The 
blood pressure should be taken frequently and 
I do not lay a great deal of stress on it as it 
varies so much. However a falling blood pres- 
sure is of grave significance. 

TREATMENT 

Rest: The patient should be kept flat in bed 
while unconscious, but when awake a pillow 
may be used if desired. The restless patient 
should be given sedatives in the form of bro- 
mides and chloral hydrate by mouth or by rec- 
tum. If this will not suffice luminal or nem- 
butal may be given. If he cannot be controlled 
otherwise morphin may be given. Physical re- 








straint should never be used as it is much eas- 
ier on the patient to allow him to get up and 
walk about the room. The only extremely wild 
cases I have had to recover were allowed to 
do this as it was not nearly so exhausting as 
the continual fighting. 

Spinal punctures should be done in all cases 
and if the pressure is above normal it should 
be reduced one-half. Draining all the blood 
fluid possible is a dangerous practice. Increas- 
ed intracranial pressure is not due to increased 
spinal fluid, but to cerebral edema. The punc- 
ture should be repeated in 12 hours and con- 
tinued until the fluid becomes clear or the 
pressure drops approximately normal. In se- 
vere cases the puncture may be repeated of- 
tener, but continuous drainage of the spinal 
canal should not be done on account of the 
danger of herniation of the cerebellum into the 
foramen magnum. 

Cerebral edema sets in soon after injury and 
rapidly increases in severity. It usually does 
not become manifest under 6 hours. When the 
spinal pressure is high and the patient coma- 
tose or vomiting persistently glucose is given 
intravenously—50 to 100 c.c. of the 50% solu- 
tion. It may be repeated in 6 to 8 hours. Glu- 
cose in this amount and strength causes rapid 
shrinking of an edematous brain. Every neuro- 
surgeon has been able to demonstrate this 
beautifully in operation for tumor. This may 
be kept up until the patient shows signs of im- 
provement. I do not give it routinely to all 
head injuries, but reserve it for above indica- 
tions. 

Magnesium sulphate is a valuable remedy 
for combatting edema and in many cases is all 
that is needed. It may be given by mouth or 
by rectum and when fluid intake is restricted 
excessive purgation will not occur. It is our 
practice to give 1 ounce by mouth to conscious 
patients and from 2 to 4 ounces of the saturat- 
ed solution per rectum to unconscious patients 
about every 6 hours. 

Restriction of fluid intake is practiced in all 
cases, but is fraught with grave danger in the 
dry southwest country. It is our custom to try 
to keep conscious patients thirsty and never 
allow them to drink all they desire. If the pa- 
tient becomes delirious and restless a hypo- 
dermoclysis of normal saline solution should 
be given and I have seen delirium clear up 
therefrom as if by magic. Children will not 
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tolerate dehydration and must be given fluids 
freely. 

If the patient is still comatose at the end of 
48 hours and cannot swallow or strangles when 
water is put in the mouth a nasal tube is 
passed and fastened in and the patient given 
orange juice and water. No food except orange 
juice should be given a severe head injury case 
for 3 or 4 days. The amount of fluid given will 
depend on weather conditions, humidity, etc. 

Temperature elevation should be controlled 
if possible by cool sponges and ice bags to the 
body and head. A large flat ice bag over the 
abdomen and another on the chest is usually of 
assistance. Aspirin in doses of 10 gr. per rec- 
tum or by mouth is of great assistance and 
does no harm. 

Stimulants: Caffeine sodium benzoin is a 
favorite remedy in many hospitals, but I have 
never seen the least benefit from its adminis- 
tration. It is said to lower intracranial pres- 
sure but it does not do so in tumor cases. 

Coramin and metrozol are seemingly of help 
at times, but it seems that circulatory failure 
is due to injury of the cardiac center and hence 
the uselessness of the so-called heart stimu- 
lants in these cases. 

A simple remedy for elevation of tempera- 
ture that may occur after injury is raising the 
foot of the bed. Frequently the temperature 
will return to normal and wi!] nearly always be 
a cure unless the temperature center is in- 
jured. 

All cases of head injury sufficient to fracture 
the skull and cause loss of memory or uncon- 
sciousness and have bloody spinal fluids 
should be kept in bed at rest for a period of 4 
to 6 weeks. However, much difficulty is fre- 
quently encountered in doing so unless the 
case is complicated by a broken pelvis or leg 


in which case the patient will be content to re-- 


main in bed. 

After this he should lead a quiet life, stay 
away from crowds and excitement and eat a 
simple diet and have a bowel movement ev- 
ery day. He should not expose himself to the 
hot sun and should not attempt heavy work for 
6 to 12 months. By rigidly carrying out the 
measures briefly set out the distressing se- 
quellae of chronic headache, nervousness, 


change of personality can usually be elimin- 
ated and the victim of a severe head injury 
return to a life of usefulness. 
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EVALUATION OF DIAGNOSTIC 
METHODS IN GALL BLADDER 
DISEASES 


JOSEPH BANK M.D. 
Phoenix, Arizona 





(Read before the 45th annual session of the Arizona State 
Medical Association, April 23-25, 1936). 





The complete history and physical examina- 
tion in diagnosis of gall bladder disease is im- 
portant. Of equal importance is the investiga- 
tion of clues concerning symptoms caused by 
the stomach, duodenum, colon, and pancreas, 
which may at times simulate those from gall 
bladder disease. Nor can any other group of 
organs be omitted from a complete history. In 
general gall bladder symptoms occur at a con- 
siderable time after food ingestion; they are 
indefinite and not relieved by food or drug in- 
gestion as are ordinary gastric or duodenal 
lesions. 

The symptoms of acute gall stone colic are 
typical. The pain may be in the epigastrium, 
upper right quadrant, or may radiate along the 
costal margin to the right scapula. The pres- 
ence and degree of jaundice depend upon the 
location of the stone. Cholecystitis without 
stone may appear just as acutely as the calcu- 
lous variety but with less severe pain. The pa- 
tient complains of pain, distress, nausea, vom- 
iting, and anorexia. It is significant that the 
symptomatology is variable. 

The chronic gall bladder differs from the 
acute in that it may be absolutely silent. Those 
gall bladder symptoms due to infection and 
which resemble symptoms from other foci of 
infection are recieving added attention. The 
patient may suffer from excessive fatigue, in- 
somnia, pain in the joints or muscles, or neu- 
ralgias. The appetite is often poor. Migrainous 
types of headache are not uncommon. Colon 
disease in the form of spastic colon, consti- 
pation, or catarrhal colitis is often associated 
with cholecystitis. Of even greater import- 
ance is that disease of the colon may resemble 
cholecystitis and be mistaken for it. So- 
called flatulent dyspepsia is the most common 
single symptom of chronic gall bladder dis- 
ease. The typical syndrome of this indiges- 
tion consists of post prandial epigastric dis- 
tention, bloating, and belching. The upper 








abdominal discomfort may resemble duodenal 
ulcer. Duodenal ulcer or duodenitis may co- 
exist with chronic gall bladder disease. 

Localized tenderness and rigidity are out- 
standing signs. Tenderness in the upper ab- 
domen due to spastic colon, or of the abdom- 
inal wall without visceral disease is frequent. 
The sensibility of the patient is a factor which 
must be taken into consideration in abdom- 
inal palpation. 

Hyperbilirubinemia may be present in both 
acute! and chronic? non-calculous cholecys- 
titis. The diseased gall bladder in itself pro- 
duces no jaundice. The associated phenomena 
believed by most investigators to be respons- 
ible for jaundice are hepatitis, intrahepatic 
cholangitis, and pancretitis. In calculous cho- 
lecystitis hyperbilirubinemia is much more 
common because of the greater likelihood of 
obstruction in the biliary ducts. Jaundice, 


when it is present, is a great diagnostic aid be- 
cause it focuses attention on the biliary tract’. 
Clinical jaundice does not occur in many pa- 
tients with gall bladder disease. ; 

It is in such cases that the quantitative de- 


termination of serum bilirubin is of value in 
demonstrating the existence of latent jaundice. 
The 2 methods in greatest use for this pur- 
pose are the icterus index and the quantita- 
tive van den Bergh. The proper use and in- 
terpretation of these tests preoperatively will 
do much toward reducing the mortality and 
morbidity of gall bladder surgery. 

The quantitative van den Bergh is superior 
to the icterus index for the determination of 
serum bilirubin. The result of this method is 
usually reported in mgms. per 100 c.c. Values 
below .8 mg. are normal; a concentration of 2 
mgms. means frank tissue jaundice. This is 
the only accurate means of determining the de- 
gree of latent jaundice. It is of much greater 
value than examining the urine and stool to 
determine the severity and variations of the 
jaundice. The degree of hyperbilirubinemia 
gives an idea of the type of jaundice. In hem- 
olytic jaundice values above 6 mgms. are un- 
usual. In incomplete obstruction values above 
15 are strong evidence of associated intrahe- 
patic pathology. In liver jaundice the degree 
of hyperbilirubinemia is usually suggestive of 
the severity of the hepatic lesion. Variations in 
a series of determinations have distinct prog- 
nostic value. 
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The icterus index gives the comparative de- 
gree of jaundice in units. The normal index 
ranges from 4 to 6. Latent jaundice is indicat- 
ed by values from 7 to 15. With values above 
16 jaundice is visible. This method is simple 
and easily performed. There are certain ob- 
jections to this test to be borne in mind when 
interpreting results. The needles, tubes, and 
syringes must be scrupulously clean and dry. 
Even a slight degree of hemolysis from col- 
lecting the specimen will produce considerable 
error. Another source of error may be a dis- 
coloration of the serum from food rich in caro- 
tene* and xanthophyll. These foods are car- 
rots, spinach, pumpkin, oranges, eggs, and oth- 
er common articles of diet. It is therefore of- 
ten necessary to supplement the icterus index 
with chemical determination of the bilirubin 
or the van den Bergh method. 

The bromsulphthalein test is primarily a test 
of liver function; but as a result of recent 
studies it has acquired distinct diagnostic and 
prognostic value in gall bladder disease. It is 
now known that the dye retention occurs not 
only in gall bladder disease associated with 
jaundice, but that retention is frequent in cal- 
culous disease out of all proportion to the de- 
gree of serum bilirubin. Dye retention of 5 to 
8% at the end of 30 minutes in a series of pa- 
tients with non-calculous cholecystitis oc- 
curred with normal values of serum bilirubin. 
The dye and pigment excretion functions of 
the liver may be dissociated. The hepatic dis- 
order indicated by faulty dye elimination is 
functional and is secondary to disease of the 
gall bladder. The bromsulphthalein test is of 
great value in judging operative risk regard- 
less of the degree of latent or visible jaundice.® 
Appropriate medical measures will often re- 
store normal liver function preoperatively. 

Cholecystography is the most valuable sin- 
gle laboratory diagnostic method. The oral 
method of administering the dye is commonly 
used because of its ease, but the intravenous 
method still has its place if normal absorption 
of the dye is impossible, or as a check upon the 
oral method. Cholecystography demonstrates 
anatomical abnormalities and deviations from 
normal function. The normal gall bladder vis- 
ualizes distinctly at the standard time, con- 
centrates the dye properly, and empties within 
the accepted time. The cholecystographic cri- 
teria of the pathological gall bladder are faint 
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visualization of the gall bladder, non-visualiza- 
tion or no shadow, cholelithiasis and distortion 
of the gall bladder outline. 

Faint visualization is merely a degree of gall 
bladder deficiency of which non-visualization 
is the complete expression. It represents stages 
in impairment of concentration function which 
is difficult to appraise, and therefore leads to 
error in interpretation. If the bile enters the 
gall bladder faint visualization indicates a 
thickened or diseased gall bladder wall or a 
loss in the power of concentration, the result 
of acute or chronic cholecystitis. Faint visual- 
ization is much more significant when the dye 
is given intravenously. 

Non-visualization is usually caused by cystic 
duct obstruction, the common cause of which 
are gall stones. There, however, may be non- 
visualization in spite of a patent cystic duct. 
The causes for non-visualization are numer- 
ous. There may be adhesions or outside pres- 
sure. Within the gall bladder may be cholecys- 
titis, abnormally thickened wall, viscid or tar- 
ry bile, or complete packing of the gall blad- 
der with stones of the non-opaque type. Dis- 
turbed physiology of the sphincter of Oddi may 
prevent the bile’s entering the gall bladder. 
That colon disfunction may prevent an appar- 
ently normal gall bladder from filling has been 
pointed out recently. The same observer® also 
showed that after correcting the colon disturb- 
ance normal visualization occurred. Causes 
outside the gall bladder include hepatitis, cir- 
rhosis, and defective liver function for other 
reasons. In addition, duodenal ulcer and py- 
loric obstruction may be responsible—in oral 
administration only. The latter is a likely 
source of error when gastric or duodenal dis- 
ease is unsuspected. 

Gall stones are visualized in the demonstra- 
tion of positive or negative shadows. Infre- 
quently, the gall bladder mucosa may concen- 
trate dye well enough to hide non-opaque 
stones with the dye. 

Distortion of the gall bladder outline may be 
intrinsic or extrinsic. Such deformity must be 
in varying positions to be of significance. Si- 
multaneous visualization of the gall bladder 
and stomach or even the colon and noting the 
relationship between these organs is of value. 

Cholecystography has an accuracy of 80 to 
97% and of the normal gall bladder 74% cor- 
rect. In another series of proven gall stones 
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at operation the cholecystography showed ab- 
normal findings in 98% but stones were vis- 
ualized in only 30%. The no-shadow sign is 
therefore a most important finding but must 
be interpreted with caution. The normal cho- 
lecystogram is the least reliable of all signs. 
Cholecystography requires greater care than 
most other diagnostic procedures because of 
possible errors in technique and interpreta- 
tion. 

Biliary drainage as devised by Lyon,* and 
performed by a competent observer offers, at 
times, more precise diagnostic aid than does 
any other procedure. The bile obtained is ex- 
amined grossly, microscopically, and bacterio- 
logically. The examination of bile in biliary 
tract disease is as important as the examina- 
tion of urine in kidney disease. The finding of 
cholesterin crystals and calcium bilirubinate 
pigment is pathognomonic of gall stones.® The 
finding of either is 90% diagnostic of stone. 
The cholesterin crystals are characteristically 
square or oblong with a corner clipped off in 
the form of a perfect right angle. The pigment 
appears as a lustrous precipitate, varying from 
pale yellow to golden orange. Normal bile con- 
tains very few leucocytes. Abnormally the 
leucocytes may be increased or pus may be 
noted. Abnormal cellular exfoliation is indic- 
ative of an inflammatory process in the gall 
bladder ducts or duodenum. The cells differ 
with their origin. Bacteria in clumps, especially 
when found in “B” bile or gall bladder frac- 
tion, suggest infection of the gall bladder. Nor- 
mally bile is obtained in three different frac- 
tions, “A”, “B”, and “C”, corresponding to 
duct, gall bladder, and liver origin. The frac- 
tions vary in color and viscosity. The failure 
to obtain gall bladder bile on repeated exam- 
inations is indicative of gall bladder pathology. 
The significance of this finding is analagous to 
the failure of obtaining a gall bladder shadow 
on cholecystography. Bacteriological study of 
the bile, if done with care, is becoming increas- 
ingly useful in isolating organisms from the 
biliary tract. 

Many interesting observations have been 
made as a result of comparative studies of bile 
drainage and cholecystography in a series of 
patients with gall stone disease proven at oper- 
ation. In a group of 44 cases" the gall bladder 
at operation was judged capable of function; 
there was no undue thickening or fibrosis, no 
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adhesions, and the cystic and common ducts 
were patent. In this group 49% showed per- 
sistent function by drainage, 16% by intrave- 
nous cholecystography, and only 3% by oral 
cholecystography. In the same group biliary 
drainage demonstrated cholesterin crystals or 
pigment, or both, in 93%. Intravenous cho- 
lecystography visualized gall stones in 58%, 
and oral cholecystography in 29%. In 30 cases 
the gall bladder was judged to be non-function- 
ing at operation due to cystic duct obstruction, 
thickened fibrotic gall bladder, bound down by 
adhesions, or otherwise diseased. In this group 
bile drainage showed crystals and pigment in 
48%. The intravenous dye administration 
showed definite stones in 19% and the oral in 
12%. Non-function of the gall bladder by fail- 
ure to obtain “B” bile was indicated in 69% of 
the bile drainages. Intravenous cholecyscto- 
graphy showed non-visualization or faint vis- 
ualization in 95% and the oral method in 94%. 
In common duct stone biliary drainage is great- 
ly superior to cholecystography. The reasons 
for this are that usually sufficient bile can be 
evacuated by drainage to show cholesterin 
crystals and pigment, cholecystography is not 
feasible in the presence of jaundice, and the 
liver may not be able to excrete enough dye 
to visualize the gall bladder. 

Comparison of diagnostic procedures is dif- 
ficult. Both cholecystography and bile drain- 
age have attained a high degree of diagnostic 
accuracy in the hands of competent indi- 
viduals. These data show, not that one pro- 
cedure is more useful than the other, but that 
both have their fields of usefulness in the di- 
agnosis of gall bladder disease. The use of both 
methods will produce a higher degree of di- 
agnostic accuracy than will either alone. If 
the diagnostic methods fail to agree, a re-check 
is in order, especially if surgery is contem- 
plated. The use of all diagnostic aids is neces- 
sary not only for diagnosis but also to deter- 
mine the fitness of a patient for surgery. Ac- 
curate diagnosis calls for the elimination of 
pathology elsewhere in the body to account 
for all the causes of indigestion. 

That non-calculous cholecystitis exists there 
can be no doubt, but not as commonly as is 
generally believed. Some surgeons are not 


eager to operate in such cases. Patients of this 
type are apt to have recurrence of symptoms 
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following surgery. Both internists and sur. 
geons are not so eager today to advise surgery 
unless they are strongly of the opinion that 
the gall bladder is of no use to the patient. A 
non-functioning gall bladder by cholecysto- 
graphy and several bile drainages means gall 
stone disease in 90% of the cases. 


CONCLUSIONS 
The history and physical examination are as 
important in the diagnosis of gall bladder dis- 
ease as they always have been. 


The serum bilirubin determination and the 
bromsulphthalein test aid in the diagnosis of 
gall bladder disease. 

Cholecystography is probably the single di- 
agnostic procedure of greatest aid in the diag- 
nosis of gall bladder disease. No one method 
can be considered a short cut to diagnosis. 

In the hands of some, the results of biliary 
drainage in the diagnosis of gall stones have 
attained a degree of perfection comparable to 
those obtained by others equally skilled in the 
use of cholecystography. It must be performed 
accurately and repeatedly. Bile microscopy is 
of the utmost importance in the diagnosis of 
gall stones. 
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Discussion 

DR. V. G. PRESSON: I feel that Dr. Bank has 
brought us a subject of great interest and import- 
ance. He has thoroughly covered the ground. One 
point that he stressed may well be repeated. A 
complete diagnosis will suggest the proper thera- 
peutics. Dr. Bank has ably evaluated laboratory 
diagnosis. If the gall bladder is shown by either 
duodenal drainage or blood chemistry to be ir- 
reparably damaged, or that it is causing infection 
of the liver, then most certainly surgery is to be 
considered. Many cases clear up in response to 
medical treatment. Surgery has not proved to be 
the panacea claimed for it not so many years ago. 
The degree of involvement of the gall bladder and 
liver will determine whether the treatment is to 
be medical or surgical. By all means use medical 
treatment if at all possible. 


Functional disturbances suggest mal-position of 
the gall bladder, peptic ulcer and chronic appendi- 
citis; things of this nature must be taken into con- 
sideration if we wish not to be fooled and call a 
condition cholecystitis when it is not. 

I wish to compliment Dr. Bank upon his most 
excellent paper. 
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DIFFERENTIAL DIAGNOSIS OF 
GALL BLADDER DISEASE 


—___—— 


MILO K. TEDSTROM 
Santa Ana, Calif. 





(Presented at the First Harlow Brooks Memorial Navajo 
Clinical Conference, Sage Memorial Hospital, Ganado, Ari- 
zona, August 31, 1936.) 





Cholelithiasis was identified first in 1500 
B. C. and the first description of gall bladder 
attacks was written in 1554. In 1654 Gleason 
demonstrated the nerves of the liver and their 
capsules and the walls of the ducts. In 1708 
Ettelmuller recorded extremely accurately this 
condition and noted its relationship to preg- 
nancy. 

The first surgical drainage of the gall blad- 
der in this country was done by Baggs of Ind- 
iana in 1867 and the first cholecystectomy was 
by Longingbuck of Germany in 1882. Gall 
stones were first identified by x-ray film in 
1888. Prior to 1724 x-ray of the gall bladder 
was not satisfactory. Since that time x-ray 
vizualization of the gall bladder by the Gra- 
ham Cole technique has given fine results. 

The gall bladder has the ability to concen- 
trate, secrete and contract. The ability of the 
gall bladder to concentrate results in its being 
able to concentrate hepatic bile 6 to 10 times 
thereby storing considerable hepatic bile. If 
the gall bladder is prevented by disease from 
concentrating bile, then its function of storing 
bile is seriously interfered with. 

There are 2 types of gall bladder contrac 
tions; the first is the slow, irregular tonic con- 
traction lasting from 5 to 30 minutes and 
produced in part by stimulation by cho- 
lecystokinin and in part by reflex nervous 
mechanism. The second type is atonic rhythm- 
ical contraction and relaxation at the rate of 
2 to 6 times a minute. 

Fats such as cream and egg yolks are effec- 
tive stimulators of the gall bladder contrac- 
tions; protein, are moderately effective and 
carbohydrates practically ineffective. 

In the diagnosis of gall bladder disease a 
carefully taken history is important. The loca- 
tion of the pain, character of its radiation, and 
relation to meals are all important. It is esti- 
mated that appproximately 35 to 50% of all 
persons past the age of 40 have disturbances of 
the biliary systems. Approximately 50% of the 
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patients are between the ages of 40 to 50 years. 
Women are affected more often than men; the 
ratio is about 4-1. Attacks of biliary disease in 
women are particularly prone to occur during 
or shortly after termination of pregnancies. 

The chief symptoms of chronic cholecystitis 
are due to gastric disfunction and consist of 
various symptoms as: gas on the stomach, sour 
stomach, belching, heart burn, flatulence, etc. 
Nausea and vomiting are occasionally observ- 
ed. Large meals are very distressing. These 
patients become “choosy” of food as they learn 
by experience that they can’t tolerate certain 
foods. These foods vary considerably with dif- 
ferent individuals. 

Acute biliary colic is recognized by sharp 
attacks of cramp-like pain in the right upper 
abdomen which frequently radiates back un- 
der the left scapula. Nervousness, worry, 
shock, etc., are especially apt to bring on at- 
tacks. Attacks vary considerably in duration 
and are usually accompanied by nausea, vom- 
iting, a medium rise in temperature and prob- 
ably slight rise in leucocytes. 

Gall stones are usually suspected if the pa- 
tient is having acute painful attacks and es- 
pecially if accompanied by fever or followed 
by jaundice. A complete physical examination 
is necessary as a number of diseases closely 
simulate gall bladder disease. In asthenic in- 
dividuals the gall bladder may be as low as 
McBurney’s point. 

Since the advent of the Grahom Cole tech- 
nique for gall bladder x-ray, cholecystograms 
have been helpful in gall bladder diagnosis. 
The dyes may be administered intravenously 
or orally. The intravenous method is preferred 
by us. No reactions of any consequence have 
been observed by us when the iso-iodokon is 
used. When this dye is kept prepared and care- 
fully given it is believed by us to be safe. 
The oral method has not been as satisfactory 
from a diagnostic standpoint. In addition pa- 
tients usually are upset by the dye. 

Duodenal drainage according to Lyon’s 
technique is of considerable diagnostic help. 
In a normal gall bladder, the so-called “B” 
bile, is dark brown and practically free of 
leukocytes epithelial cells and crystals. The 
pathological bile may show cholesterol crystals 
or caclium, bilirubin crystals, bile stone col- 
umna, epithelial cells in numbers, bile stone 
mucus, many leukocytes or clumps of bacteria. 
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Brownish black granular debris is not infre- 
quently observed if much stasis of bile is pres- 
ent. 

With careful attention to the above proce- 
dures, it is usually easy to differentiate gall 
bladder disease from other abdominal diseases 
as appendicitis, chronic peptic ulcer, perfora- 
tion of peptic ulcer, acute pancreatitis, acute 
intestinal obstrution, gastric crises or girdle 
pain of tabes dorsalis, nephritic pain and inter- 
costal neuralgia. 

With pain in the epigastric region coronary 
disease must always be thought of. Careful 
attention to the physical findings of heart 
disease, evidence of collapse and electrocardio- 
graph findings are of importance in differenti- 
ating this condition. 

In the treatment—medical or surgical—of 
gall bladder disease, accurate diagnoses are 
necessary. The best results are obtained by 
close cooperation between the surgeon, intern- 
ist and roentgenologist. 

Biliary calculi, empyema and hydrops of the 
gall bladder indicate surgery. There is consider- 
able difference of opinion as to the advisability 
of operating for silent stones. The consensus 
of opinion, for reasons such as, liability of 
acute cholecystitis attacks, the ever present 
danger of acute common duct obstruction, the 
frequency with which carcinoma of the gall 
bladder is associated with stones, the danger 
of intrahepatic infection and damage and a def- 
inite increase in mortality rate through delay, 
is that silent stones should be removed. 

Of course, there are diseases such as pulmo- 
nary phthisis, thyroid disease, acute respira- 
tory infections, serious heart disorders, etc., 
which make it unadvisable to do an operation 
of choice. It also should be kept in mind that 
surgical results in patients with minimal symp- 
toms of cholecystitis are likely to be unsatis- 
factory in more than 50% of the cases. 

Among the indications for surgical treat- 
ment are: long history of cholecystitis, cho- 
lelithiasis, repeated attacks of acute cholecys- 
titis, etc. Medical treatment is directed chief- 
ly toward the control of symptoms. Even 
though the patient is rendered symptom free 
the gall bladder pathology may still exist. 

There are three problems connected with gall 
bladder disease, namely: infection, metabolism 
and stasis which must be considered in treat- 
ment. Gall bladder infection may be due to 
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any one of a variety of organisms but the chief 
are streptococci, and the colon and typhoid 
bacilli. Infection is almost always secondary 
to other foci such as those in the bowels, teeth, 
tonsils or sinuses. Acute cholecystitis often 
follows acute tonsillitis or dental abscess. Sta- 
sis of the gall bladder increases the liklihood 
of infection and stones. So-called biliary dys- 
kinesia and functional disturbance of the bil- 
iary tract is commonly associated with stasis. 

The disturbance of cholesteral metabolism 
is probably an important factor in the forma- 
tion of stones. The source of cholesterol is 
both endogenous and exogenous but the chief 
source is foods. Foods, as yolk of eggs, fat of 
meat, fatty fish, cream and certain vegetable 
fats contain much cholesterol. There is a defi- 
nite rise in blood cholesterol the last few 
months of pregnancy and for several weeks 
following delivery. The “strawberry” gall blad- 
der, according to Boyd, is the true early cho- 
lesterol gall bladder. 

A strict dietary regime is important in med- 
ical treatment. The diet has to be individual- 
ized. The overweight individual should have 
restriction of calories and the underweight an 
increase. The patient with stones should have 
a high carbohydrate but a low fat diet with 
frequent feedings in order to keep the gall 
bladder at physiological rest. 

The patient with a poorly emptying gall 
bladder should have a high fat diet to stimu- 
late contractions. In general, the diet should 
be bland and non-irritating, eliminating greasy 
foods, rich, highly seasoned foods, roughage, 
candies, cakes, pies and pastry, etc.; as these 
patients are usually constipated the diet should 
be of a laxative nature. 

General measures such as proper hygiene, 
rest after meals, regular meals, exercise, re- 
moval of infections, freedom from mental 
strain, worry, nervousness, etc., are important. 
Cholagogues such as Glauber’s salts, sodium 
phosphate, Rochelle salts, aloes, and bile salts 
are of value. Decholin given intravenously in 
doses of 10 c.c. of 20% solution daily or week- 
ly or orally 1 tablet 3 timts a day is of value. 
Mild laxatives may be needed, calomel being 
of considerable help at times. Atropine and 
belladonna often decrease the colonic spasm 
and relieve troublesome flatulence. 

Young has recently reported the use of 
sodium tetraiodophenolphthalein in 3 grain 
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doses t. i. d. 30 to 60 minutes before meals in 
courses of 10 days each. During acute attacks 
sedatives are given as needed. 

Non-surgical biliary drainage through the 
duodenal tube according to the technique of 
Lyon is of considerable value. The gall blad- 
der is drained at weekly intervals until nor- 
mal bile is obtained. The patient’s symptoms 
are then greatly improved if not entirely re- 
lieved. This procedure is not advisable if 
stones are present. 

Tht pre-operative care of surgical cases is 
important. The routine use of high carbohy- 
drate, low fat diet, glucose intravenously and 
rest are important. These measures will great- 
ly improve liver function. Blood transfusions 
are of value if there is a possibility of hemor- 
rhage or if anemia is marked. Calcium orally 
and intravenously is also a help if there is a 
tendency toward hemorrhage. 

Rahep and associates following the sugges- 
tion of Linter claim that an increase in the 
sedimentation rate of red blood cells above 40 
mm. at 30 minutes indicates that the patient 
has obstructive jaundice and will probably 
have severe hemorrhage. Treatment of these 
patients is with transfusions, calcium, etc. Re- 
duction of sedimentation rate and infection 
will probably not have severe hemorrhage 
during or after the operation. 





CLINICAL ASPECTS OF 
JAUNDICE 


ALEX E. BROWN, M. D. 
Division of Medicine 
The Mayo Clinic, Rochester, Minn. 


Read before the 54th annual session of the New Mexico 


Medical Society, May 8-11, 1936. 


Jaundice is an exceedingly important symp- 
tom—not a disease. Its recognition immediate- 
ly necessitates a decision as to etiology because 
on this hinges the adoption of medical or sur- 
gical measures. If medical measures are chos- 
en, it is necessary to outline them and to make 
a prognosis; if operation is decided on, its risks 
must be evaluated and an attempt made to 
lessen them. 

The nature of jaundice was probably sus- 
pected by the early Greeks, and it is reported 
they were familiar with the production of jaun- 
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dice by ligation of the common bile duct. This 
experiment however was first made known to 
modern science in 1789 by William Saunders, 
an Irish physician, and the mechanism of ob- 
structive jaundice established. For a long time 
jaundice was attributed to retention of whole 
bile. Later, the constituents of bile were rec- 
ognized, and with this came the realization 
that the bile pigments played the principal role 
in jaundice. Virchow was associated with the 
early investigation of jaundice and through its 
work on hematoidin suggested that jaundice 
might be anhepatogenous as well as hepatoge- 
nous. Later, Minkowski and Naunyn in 
studies on hepatectomized geese, gave further 
credence to the theory that jaundice was hepa- 
togenous. Whipple was among the first to 
throw doubt on this idea, and produced evi- 
dence that the liver acted only as an excretory 
organ in the metabolism of bile pigment. Mann 
and his associates gave finality to this idea and 
proved on hepatectomized animals that biliru- 
bin accumulated in the blood stream after 
complete removal of the liver. Van den Bergh, 
Snapper, and Rich have all contributed much 
to this field. 

Experiments have demonstrated that of the 
constituents of bile some, such as bile acids, are 
probably formed in the liver while others, such 
as bilirubin are formed elsewhere and brought 
to the liver for excretion. It is generally known 
that hemoglobin from destroyed red blood cells 
is broken down to hematin and globin, and 
that the former is further broken into hemo- 
siderin, an iron-containing compound, and 
hematoidin, an iron-free compound, an isomer 
of bilirubin. The site of this breakdown with 
formation of bilirubin is in the reticulo-endo- 
thelal cells of the bone marrow, spleen, and 
liver and from these bilirubin is carried to the 
liver for excretion by the polygonal hepatic 
cells. From the hepatic cell bilirubin normal- 
ly enters the duodenum by the bile passages. 
The bile pigments are then carried to the small 
intestine and in the large intestine are reduced 
by putrefactive bacteria to stercobilin the pig- 
ment of the feces, mainly excreted in the feces; 
some may be absorbed from the intestine and 
carried to the liver for redisposal and some 
may fail of conversion by the liver and may 
be excreted as a colorless modification called 
“urobilinogen,” which on exposure to air 
and light is changed to urobilin. Theoretically, 








as many have pointed out, this latter observa- 
tion should be of considerable value in detex- 
mining the patency of the bile ducts but gen- 
erally single determinations of these substanc- 
es in the urine have not proved of much prog- 
nostic or diagnostic value in our experience at 
the clinic. 

On the basis of these conceptions of biliary 
physiology the usual causes of jaundice may 
be grouped as increased production of biliru- 
bin, interference with hepatic excretion and 
obstruction of the biliary passages. As a sum- 
mary, as Rich has pointed out, it may be 
stated that jaundice depends on the balance 
between the amount of bilirubin delivered to 
the liver for excretion and the capacity of the 
liver to excrete pigment. 

From these conceptions newer classifications 
of jaundice have arisen, among which are those 
of Rich and McNee. Although criticisms may 
be voiced in regard to these, the former seems 
to lack adaptability from the practical stand- 
point, whereas that of McNee readily lends it- 
self to clinical standards. McNee bases his ex- 
planation on his conception of the physiology 
and anatomy of the hepatic lobule together 
with the van den Bergh reaction. According to 
his theory, bilirubin is modified by its passage 
through the hepatic cells so that it reacts di- 
rectly to Ehrlich’s diazo reagent and gives the 
so-called direct reaction. This reaction is at- 
tributable to gross obstruction of the bile ducts 
such as occurs with stone in the common duct, 
stricture, and carcinoma of the head of the 
pancreas. In such instances, the bilirubin has 
passed through the hepatic cells and is 
dammed back to pass into the systemic circu- 
lation. Bilirubin, on the other hand, accumu- 
lated in the general circulation without pass- 
ing through the hepatic cells lacks this modifi- 
cation and gives a reaction to Ehrlich’s reagent 
only on the addition of alcohol—the so-called 
indirect reaction obtained in hemolytic jaun- 
dice and pernicious anemia. In jaundice from 
intrahepatic damage the hepatic cells are in- 
capable of completely excreting bilirubin and 
as a consequence bilirubin which has incom- 
pletely passed through the liver accumulates 

and a delayed direct or most often a direct re- 
action usually takes place. Thus, it is possible 
to classify jaundice as obstructive, hemolytic 
and toxic or infectious (intrahepatic) and the 
problem as to diagnosis and treatment is much 
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simplified if one is enabled to place the case in 
question in one of these three groups. 

As an introduction to diagnosis, an under- 
standing of the average distribution of cases of 
jaundice may be of value. Hartman in a series 
from The Mayo Clinic found 25% attributable 
to stone, cholecystitis, or choledochitis, 25% to 
lesions of the liver, 25% to carcinoma produc- 
ing obstruction, 7 to 10% to hemolytic disor- 
ders, and the remainder to systemic diseases, 
toxemia, etc. These figures would be some- 
what different in an office practice or where 
more acute cases were seen. 

In establishing a diagnosis, a careful history 
is most valuable. The story of previous illness- 
es, pain, dyspepsia and the use of cinchophen, 
arsenic, etc., may offer invaluable leads, Pru- 
ritus, tumors, or enlarged lymph nodes, and 
the size, shape, and consistency of a palpable 
liver or spleen are of importance. 

McVicar and Fitts laid down fundamental 
principles in the diagnosis of jaundice. In ad- 
dition to pain when present and its character 
they determined the van den Bergh reaction 
(direct or indirect), and the height of the 
serum bilirubin curve, and the quantity of bile 
reaching the intestine, as determined by si- 
phonage of duodenal content. 

Other procedures may be added, such as the 
galactose tolerance test, estimates of blood cho- 
lesterol, cholesterol esters, and serum proteins, 
and perhaps the Takata-Ara and hippuric acid 
tests. The dye retention test, of marked aid in 
estimating hepatic function in the absence of 
jaundice, unfortunately is not of much value 
with jaundice. 

In establishing a diagnosis the main prob- 
lem is in making the necessary distinction be- 
tween obstructive and intrahepatic jaundice; 
hemolytic jaundice as a rule offers no serious 
diagnostic difficulties. 

Hemolytic jaundice is of low degree and 
rarely is the serum bilirubin of more than 8 
to 10 mg. per 100 c.c. It is characterized by 
anemia, with microcyosis, fragile erythro- 
cytes, an indirect van den Bergh reaction, and 
an enlarged spleen. Pruritus is absent and of- 
ten there may be “hemolytic crises.” Urobil- 
inogen and urobilin are in the urine but not 
bile pigments and acids. The picture may 
be obscured in 1 of 3 situations, latent jaun- 
dice with minor changes in the blood cells, in 
patients who also have gallstones or hepatitis 





NOVEMBER, 1936 


(the former were present in 58% of cases in a 
series reported by Giffin and the latter in about 
50%) and in acute hemolytic crises. Transfu- 
sion is a possible factor in increasing hemolysis. 
W. J. Mayo has long stressed splenectomy as 
a therapeutic measure and it may be better ap- 
preciated when one considers that in hemolytic 
jaundice the splenic vein contains 3 to 4 mg. 
more of bilirubin per 100 c.c. of blood than 
does the splenic artery. The work of Doan, 
Curtis, and Wiseman further implicates the 
spleen as the pathologic agent in hemolytic 
jaundice. Their results from splenectomy in 
acute hemolytic crises make this the procedure 
of choice irrespective of the degree of anemia. 

Intrahepatic jaundice is primarily a medical 
problem and for that reason a correct diagno- 
sis is of major importance. As Snell has point- 
ed out functional derangement, atrophy or in- 
flammation of a sufficient number of hepatic 
cells produces jaundice. The pathologic pic- 
ture may vary from simple cloudy swelling in 
the infectious type to the necrosis of hepatic 
cells in acute or subacute yellow atrophy. 

Therefore, the lesions range from minor lo- 
cal degeneration in the hepatic lobule to exten- 
sive lesions of the hepatic parenchyma, with 
replacement by connective or regenerated tis- 
sue. These changes produce jaundice through 
injury to the hepatic cells or bile ducts or dis- 
organization of the hepatic structure; probably 
all 3 factors operate simultaneously. 

The common clinical types may be classified 
as infectious (epidemic or campaign); spiro- 
chetal, toxic from drugs—cinchophen, arsenic, 
chloroform, alcohol, mushroom poisoning, etc., 
toxic from systemic disease (exophthalmic goi- 
tetr, toxemia of pregnancy) and that associat- 
ed with various types of cirrhosis (portal and 
biliary). 

The onset in toxic or infectious intrahepatic 
jaundice is usually characterized by malaise 
without pain. Pruritus, nausea, vomiting, and 
anorexia may be prodromal symptoms. The 
spleen is palpable in about 25% of cases par- 
ticularly if of long standing. The liver may be 
large in acute cases but in the chronic cases 
is small. The gall-bladder is rarely felt. The 
jaundice may be of an orange hue as opposed 
to the greenish-yellow obstructive jaundice. 
The stools are rarely acholic although in about 
35% of cases this is transient. Serum pigment 
is high, even rising to 25 mg.; this occurs rare- 
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ly in obstructive jaundice. Levels of 30 mg. or 
more are presumptive evidence of intrahepatic 
jaundice. Hypocholesteremia and low values 
for cholesterol esters are the rule and the gal- 
actose tolerance test usually is positive. The 
urine bilirubin is usually low in proportion to 
the jaundice. Bile usually is found on duo- 
denal drainage. 

The most important type of jaundice caused 
by drugs is from cinchophen, which may be 
taken in various patent medicines recommend- 
ed for arthritis. Cinchophen and its derivates, 
which in reality include any drug containing 
the toxic quinoline radical are contained in 
about 80 to 90 drugs. Among the more promi- 
nent are Cass’ remedy, Renton’s hyoscine tab- 
lets, and oxyliodide. Probably in about 50% 
of the cases the condition proves fatal. Nev- 
ertheless, considering the tremendously large 
numbers of users of various preparations of 
this drug the possibility of trouble is probably 
low and has been estimated as 1 in 500,000. 
Factors involved are individual susceptibility 
and prevention of regeneration through con- 
tinued usage of the drug. Serious considera- 
tion of this group is warranted because un- 
doubtedly a large number of the cases go un- 
recognized and only through a careful history 
may a lead be obtained as to the causative fac- 
tor. 

Toxic jaundice with exophthalmic goiter and 
puerperal fever may have a mortality of 50%. 

Syphilitic jaundice may be acute associated 
with treatment or chronic if hepatitis and cir- 
rhosis are complications. Spirochetal jaundice, 
Weil’s disease, is rare. 

Obstructive jaundice is primarily a surgical 
problem. The three clinical types are attribut- 
able to stones in the common duct, stricture or 
malignancy. 

Stone in the common duct is the most com- 
mon and in Eusterman’s series occurred in 147 
of 533 cases. Pain is of paramount importance 
in the diagnosis. Statistics indicate that clas- 
sical colic occurs with jaundice in 60 to 70%, 
atypical pain in 20 to 25% and no pain in 6% 
of the cases. In Eusterman’s series there had 
been previous operation in 25 to 33%, chills 
and fever in 50%, pruritus in 60%, and indi- 
gestion in 95% of the cases. 

Aside from a history of pain, patency of the 
bile ducts is of fundamental importance in the 
diagnosis of this condition. Evidence obtained 
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by examination of stools or by duodenal drain- 
age shows that.the ducts are patent in about 
91% of cases. Bockus and his associates have 
claimed that examination of the duodenal con- 
tent will also give evidence of calculus by re- 
vealing the presence of calcium bilirubinate 
pigment or of crystals of cholesterol in 86.5% 
of cases. 

One other point of marked diagnostic im- 
portance is the level of serum bilirubin. Weir 
found 70% of his patients had less than 10 mg. 
bilirubin. Fluctuations in serum bilirubin are 
the rule and are associated with changes in the 
patency of the common bile duct. From a 
prognostic standpoint, the serum pigment 
curve will prove of considerable value, for an 
operation will carry considerable risk if under- 
taken in the face of a rising curve while with 
a falling curve it is usually well to postpone 
operation until the lowest level has been reach- 
ed. 

The diagnostic criteria cited, coupled with 
clinical and laboratory evidence of cholangei- 
tis, allow for a high degree of diagnostic ac- 
curacy in cases of stone in the common duct; 


in Eusterman’s series a correct primary diag- 
nosis was made in 85% and additional correct 
alternate diagnosis in 9%, making a total of 
94%. 

Errors in diagnosis in this group of cases 
usually result because about 33% have atypi- 
cal pain or no pain at all and about 13% no 


jaundice. Recurrent stones confuse the his- 
tory, as may other lesions, such as stricture of 
the ducts or malignancy. In prolonged jaun- 
dice, hepatitis may develop. 

Benign stricture of the common or hepatic 
ducts, or both, causes obstructive jaundice and 
is easily confused with stone in the common 
duct. In a review of 67 cases Eusterman found 
that almost 90% of the patients were women, 
chiefly because of the greater occurrence of 
cholecystic disease among women (3 to 4 times 
as among men). The usual story is cholecys- 
tectomy for a seriously diseased gall-bladder, 
followed by postoperative jaundice or biliary 
fistula or both. Biliary fistula, as Balfour and 
Ross have shown, invariably indicates obstruc- 
tion of the common bile duct. Symptoms vary 
considerably depending on the pathologic 
changes present and may be easily confused 
with those of stone in the common duct. Inci- 
dentally, biliary stasis from stricture tends to 
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facilitate cholangeitis with formation of stones. 
Certain points, however, may aid in differen- 
tial diagnosis. Pain, when present, is likely to 
be less severe than that before operation for 
the primary condition and may be more of a 
dull abdominal soreness. Colic occurs in about 
30%, whereas it occurs in about 60 to 70% of 
cases of stone in the common duct. In stric- 
ture symptoms usually come on soon after op- 
eration whereas in recurrent stones in the duct, 
Weir found the average time of onset to be 
nearly 4 years after operation. Jaundice is 
likely to be constant and not deep, with the 
level of serum bilirubin averaging 11 mg. The 
bile ducts are partially patent in about 80% of 
cases. Pruritus is fairly constant. The liver 
and spleen are frequently palpable and in pro- 
longed cases hepatic damage occurs. Anemia 
may be marked with a hemorrhagic tendency. 

In obstructive jaundice, carcinoma of the 
head of the pancreas, neoplasms of the bile 
ducts and carcinoma of the gallbladder are the 
chief causes. The first of these conditions is 
almost 3 times as frequent as the 2nd and 
about 4 times as frequent as carcinoma of the 
gall-bladder. Carcinoma of the head of the 
pancreas occurs chiefly among elderly men, 
and the average age of onset is 56 years; in- 
volvement before age 35 is rare; the diagno- 
sis cannot be made in the absence of jaundice. 
The pain of obstructive jaundice is largely de- 
pendent on the rapidity and degree of occlu- 
sion of the ducts and hence may be associated 
with pancreatic obstruction just as a stone may 
not produce colic. About 40% of patients who 
have carcinoma of the head of the pancreas 
have no pain, about 25% have colicky pain, 
and the remainder have variable epigastric dis- 
tress. Jaundice is usually deep and fairly con- 
stant and the value for serum bilirubin will 
average 17 mg. or more. The bile ducts are 
usually early occluded and in 70% practically 
completely occluded. Blood may be present in 
the duodenal content in about 25% of cases. A 
palpable gall-bladder theoretically should oc- 
cur at some time in most cases and is found in 
50 to 60%. Palpation is aided by having the 
patient under a sedative. A distended gall- 
bladder is an accurate diagnostic sign in about 
90%. Roentgenologic evidence of duodenal de- 
formity or obstruction may aid in establishing 
a diagnosis. Gall stones in 12% of cases tend 
to complicate the picture. 
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Tumors of the bile ducts are usually malig- 
nant, largely occurring among elderly males 
and are practically indistinguishable from car- 
cinomas of the head of the pancreas. They are 
rarely diagnosed preoperatively; this may be 
partially accounted for because a little more 
than 50% of the patients have disease of the 
biliary tract and a little less than 50% have 
stones in the gall-bladder or common bile duct. 
The lesions as a rule are small and tend to met- 
astasize late. Jaundice may be extreme and 
constant and deep-seated pain may be present 
in about two-thirds of the cases. 

Carcinomas of the gall-bladder occur chiefly 
among women who are more than 50 years of 
age and there is usually antecedent cholecys- 
tic disease. There are no characteristic signs 
or symptoms of this disease and frequently the 
mistaken diagnosis may be gall stones, stone in 
the common duct, or carcinoma of the pan- 
creas. A firm, fixed mass in the right upper 
abdominal quadrant may exist. The diagnosis 
may be suggested by a history of antecedent 
cholecystic disease, followed by more contin- 
uous pain in older individuals with cachexia, 
anemia, etc. 

Aside from the 3 classical causes of obstruc- 
tive jaundice just described, cholecystitis is re- 
sponsible for cases difficult to classify. Jaun- 
dice is frequently associated with acute cho- 
lecystitis and less frequently with the chronic 
form. It is probably the result of a combina- 
tion of factors. Cholangeitis and hepatitis 
probably are its most frequent causes. A large 
stone in the neck of the gall-bladder may cause 
jaundice by pressure on the common bile duct. 

In hemolytic jaundice the treatment is sple- 
nectomy. In intrahepatic jaundice treatment 
depends on the etiologic factor. Detecting and 
removing the toxic agents will give clinical 
cure in most cases. Excellent results have oc- 
curred in arsenical cirrhosis, and in cincho- 
phen poisoning. General supportive measures 
are of considerable benefit and among the most 
valuable of these is a diet high in carbohy- 
drate. Mann’s experiments have shown that 
glucose is almost specific in relieving hepatic 
insufficiency and this has been borne out clin- 
ically when increasing jaundice, restlessness, 
or drowsiness herald severe hepatic insuffi- 
ciency. Bollman in experimentally produced 
cirrhosis prevented or controlled ascites by 
diets high in carbohydrate; feeding protein 
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caused the mortality to be higher. Intrahepatic 
jaundice is primarily a medical problem. In 
considering operation, if there is doubt it is 
well to wait until the acute symptoms have 
subsided for many patients will be on the road 
to recovery in 6 to 8 weeks or definite sub- 
acute atrophy may have become manifest in 
this time. 

In obstructive jaundice, when surgical oper- 
ation is contemplated or undertaken protection 
of the liver by high carbohydrate intake is im- 
portant. In addition to the hazards of abdom- 
inal surgery is the risk of hemorrhage. The 
cause of the hemorrhagic tendency in jaundice 
is unknown and no correlation has ever been 
made between it, the coagulation time of the 
blood, or the concentration of serum bilirubin 
or bile acids. Fibrinogen is not lacking and 
deficiency of calcium does not seem to exist. 
Hemorrhage may occur to an alarming degree 
even with normal coagulation. Nygaard, how- 
ever, indicated that there is disturbance of the 
normal coagulation of the jaundiced patient al- 
lied with disturbance of the function of the 
liver. Hemorrhage may vary from oozing from 
cut surfaces to profuse hemorrhage from the 
skin and mucous membranes. The hemorrhagic 
tendency of jaundiced patients is combated, as 
Bowler and Walters have shown, by the em- 
piric use of 5 c.c. of 10% calcium chloride on 
3 successive preoperative days. Blood trans- 
fusions are most important in controlling hem- 
orrhage and 2 or 3 transfusions may be neces- 
sary. In stubborn cases intramuscular injec- 
tion of whole blood or even irradiation over 
the spleen may be tried. The hemorrhagic ten- 
dency is likely to go in cycles. 

Among the various discomforts of jaundiced 
patients, none is more distressing than prur- 
itis. Three measures used with some success 
at the clinic are administration of calomel, 
sodium thiosulphate, and ergotamine tartrate. 

Calomel was suggested by Eppinger and by 
McVicar and Weir. It is usually administered 
in doses of 0.032 gm. by mouth, hourly for 4 
doses without the usual saline purge. It does 
not act as an eliminant. It has proved helpful 
particularly in biliary cirrhosis. 

Sodium thiosulphate, suggested by Buist, has 
been given intravenously in doses of 0.5 to 1 
gm. and is effective in 50% of cases. 

Ergotamine tartrate was suggested by Licht- 
man in doses of 1 mg. 3 or 4 times daily, or 
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subcutaneously or intramuscularly in doses of 
0.5 to 1 mg. daily. It has given much relief in 
many instances. Fortunately, as a rule none 
of these preparations gives systemic reactions 
of consequence. In the more intractable cases, 
establishment of a biliary fistula or cholecyst- 
gastrostomy may be necessary for relief. 


Summary 

The problem of diagnosis and prognosis in 
jaundice will be much simplified by employ- 
ing the classifications obstructive, hemolytic, 
and intrahepatic. After classification in one of 
the 3 groups, further investigation into specfic 
etiology can be made and suitable measures of 
treatment undertaken. Although the newer 
methods of investigation, such as the van den 
Bergh reaction, observations of icteric index, 
and of levels of serum bilirubin, and determin- 
ation of patency of bile ducts are of inestim- 
able value, clinical data coupled with routine 
laboratory procedure establish the diagnosis in 
a high percentage of cases. Observation for 
days to weeks may often prevent unnecessary 
and dangerous operations and may clarify the 
diagnosis. Unusual hazards are presented by 
the jaundiced patient through the dangers of 
hepatic insufficiency and hemorrhage and 
measures can be undertaken to lessen these 


risks. 
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DIAGNOSIS AND TREATMENT 


OF CHRONIC CHOLECYSTITIS 
(Three Illustrative Case Reports) 


W. L. REID, M.D. 
The Phoenix Clinic 
Phoenix, Arizona 

(Presented before the staff meeting of the Good Samaritan 
Hospital). 

It is my purpose to review the more com- 
mon types and phases of chronic cholecystic 
disease and associated pathology, with special 
reference to diagnosis and surgical treatment. 
I discuss mainly surgery of the gall bladder 
in relation to cholecystitis, cholangitis, and 
hepatitis. Obstructive jaundice and lesions of 
the common duct are not considered. Three 
cases of chronic cholceystitis illustrating the 
three types are reported. 

The diagnosis of chronic cholecystitis is not 
always easy. Unlike the acute form, chronic 
cholecystitis often presents complicated baf- 
fling clinical pictures. Few organic lesions are 
so common and withal so varied in symptom- 
atology. It is second in frequency only to ap- 
pendicitis among chronic abdominal diseases. 

Three well-defined types of chronic gall 
bladder disease are recognized: chronic cho- 
lecystitis due to infection, chronic metabolic 
cholecystic disease (cholesterosis of the gall 
bladder), and clinical cholecystitis without ob- 
vious pathologic change in the gall bladder. 

The symptoms of chronic cholecystitis are 
primarily local or referred. In the local type 
the patient commonly complains of recurring 
pains or aches in the gall bladder region. The 
pain may or may not be referred. Following 
the attacks residual soreness is characteristic 
though not as marked as in the acute type 
and may be only a discomfort or tenderness 
under the right costal margin, or in the right 
epigastrium. Symptoms are almost always in- 
creased by physical exercise, jarring or jolt- 
ing, and are more pronounced after a full meal. 
Jaundice rarely occurs except with a stone im- 
pacted in the cystic duct lying so as to press 
upon the common duct or when there is an 
associated hepatitis or cholangitis. Digestive 
disturbances are frequently absent and when 
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present remain more or less in the background, 
overshadowed by the pain. 


In the reflex type digestive upsets dominate 
the picture, and acute pain is the exception 
rather than the rule. The tendency is toward 
constancy rather than intermittency. Qualita- 
tive food distress is almost invariably present. 
A common complaint is the inability to eat 
fried, greasy, or fatty foods, highly acid foods, 
raw fruits, pickles, cabbage, and salads. The 
distress is entirely in the upper abdomen 
usually immediately after meals. Complaints 
are of fullness or distension, with a feeling of 


pressure in the epigastrium regardless of the - 


amount of food eaten. Bloating and belching is 
the rule. Burning in the stomach with acid 
eructations may be relieved temporarily by 
soda. As the food passes along and the upper 
digestive tract is emptied the symptoms de- 
crease. In the milder cases they may disappear 
entirely until the next meal. 


Associated pathology: gross changes in the 
liver are inevitably present in long-standing 
cases of chronic cholecystitis—first pointed out 
by Graham in 1918. The liver is mottled, 
swollen, and scarred. Its normal wedge-like 
edge is often rounded, edematous, and friable; 
occasionally it is thin, fibrosed, and tough. 
These inflammatory changes are most marked 
in the vicinity of the gall bladder, but extend 
diffusely throughout the liver parenchyma. 
This is explained by the dense lymphatic an- 
astomoses and the venous connection between 
the gall bladder and liver. Although liver 
changes are usually secondary to gall bladder 
infection, hepatitis may be the primary lesion. 
This may be explained by the fact that it is 
possible for lymph to pass in both directions 
between the gall bladder and liver. It also 
suggests that much biliary infection spreads 
by way of lymphatics. Regardless of the path- 
ogenesis it is important to remember that al- 
though this type of hepatitis is mild and pro- 
gresses slowly if allowed to continue for years, 
severe cholangitis and even biliary cirrhosis 
may result. 


In certain cases of prolonged biliary disease, 
secondary pancreatitis may result. The head 
of the pancreas is usually large, irregular and 
hard—the so-called interlobular or interstitial 


pancreatitis. The islands of Langerhans are 
seldom involved. Symptoms resembling bil- 
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iary colic, however, may occur even after the 
gall bladder has been removed. 

Chronic appendicitis frequently is associated 
with gall bladder disease. One investigator 
(Larimore) found that 14% of a large series 
of patients with chronic cholecystitis had been 
operated previously for appendicitis; 50% 
showed appendiceal involvement (x-ray di- 
agnosis); only 36% showed no evidence of ap- 
pendiceal pathology. 

Whether or not stones are present in diseas- 
ed gall bladders is beside the point since the 
primary seat of the trouble is not the stones 
but the infection that lies within the walls of 
the gall bladder. 

Treatment: Since the primary site of infec- 
tion in chronic cholecystitis is in the gall blad- 
der wall, the logical treatment is cholecystec- 
tomy. Infection cannot be completely remov- 
ed by surgical drainage. Good results have 
followed cholecystostomy, but the end results 
are uniformly better when the gall bladder is 
removed. Certain conditions remain in which 
cholecystostomy is preferable to cholecystec- 
tomy. Local technical difficulties, such as 
obesity, may make it impossible to identify im- 
portant structures; the general condition of the 
patient may be such that cholecystectomy is 
hazardous; obstructive lesions of the common 
bile duct may make relief from jaundice the 
paramount issue; and the obstruction of the 
common bile duct may be such that cholecys- 
togastrostomy may need to be performed later. 

In advanced hepatitis or cholangitis with 
marked increase in the intrahepatic tension 
prolonged drainage of the common duct was 
frequently practiced by the late John B. Deav- 
er and by the late E. S. Judd. Drainage is ef- 
fected by a “T” tube accurately sutured in the 
common duct and left for several weeks; bil- 
iary tension is lowered to a minimum, adequate 
liver function is regained rapidly and conval- 
escence is shortened. 

Occasionally at operations one finds a mini- 
mum of gross pathology in the gall bladder 
and ducts, no evidence of biliary obstruction 
and yet a marked hepatitis. The surgeon, 
therefore, hesitates to explore or drain the 
common duct. In such cases cholecystectomy 
with drainage of the cystic duct for 10 to 14 
days will give exellent results. This procedure 
is accomplished by amputating the gall bladder 
approximately one-half inch above the cystic 
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duct and suturing a small rubber tube firmly 
into the remaining portion of the ampulla. One 
Penrose cigarette drain is placed beside the 
tube and both are drawn through a small stab 
wound lateral to the incision. A portion of 
omentum is interposed between the liver and 
the adjacent viscera. 

Case Reports: Three cases illustrate differ- 
ent types of chronic cholecystitis, clinically as 
well as pathologically. 

A male office worker, 52, complained of typi- 
cal attacks of gall stone colic which dated back 
6 years recurring every 12 to 18 months. Al- 
though he had had slight digestive disturb- 
ances at times, the entire picture was dominat- 
ed by pain and residual soreness. He was 
slightly jaundiced and tender to palpation over 
the gall bladder with moderate rigidity over 
the entire upper right quadrant. He was giv- 
en alkalies and intravenous glucose for 3 days 
after which cholecystectomy was done under 
general anesthesia. 

The gall-bladder was extremely hard and fi- 
brous; its walls were nearly three-fourths of 
an inch thick. Moderate liver damage was 
present especially in the right lobe; the head 
of the pancreas was apparently fibrotic. These 
findings were of course expected from 6 years 
insult to the biliary tract. The post-operative 
course was uneventful and his health has been 
excellent since the operation. 

A housewife, 57, complained of indigestion, 
flatulence, chronic constipation, anorexia, and 
weakness dating back many years. The symp- 
toms were typical of gall-bladder dyspepsia 
with qualitative food distress, bloating, flatu- 
lence, and intolerance to the usual foods. When 
the “spells” were most severe she had to stop 
eating altogether for a few days or go on a 
liquid diet. On one occasion she became 
anemic and generally run-down and had to 
spend considerable time in bed. Recently her 
digestive troubles had been worse and she had 
become extremely weak and unable to do her 
housework. 

Moderate tenderness existed over the gall- 
bladder and she had marked flatulence. X-ray 
examination of the gastrointestinal tract was 
negative. After the usual preoperative prep- 
aration cholecystectomy was done. 

Her digestion has returned to normal and 
her health has been splendid. The gall-bladder 
showed mild chronic inflammation entirely 
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overshadowed by the clinical picture and yet 
its removal brought complete relief. This case 
is, therefore, properly classified as clinical cho- 
lecystitis. - 

A saleslady, 42, complained of pain in the 
upper abdomen referred to right shoulder 
blade, generalized tenderness in right hypo- 
chondrium and epigastrium, flatulence, obsti- 
nate constipation requiring daily laxatives, 
general malaise, anorexia, loss of weight, and 
extreme nervousness. The symptoms dated 
back 13 years, when she had had an appendec- 
tomy and a cholecystostomy for gall-bladder 
disease. She had never fully regained her 
health and had gradually grown worse, espe- 
cially during the past 2 years. The dull pain 
had become more or less constant and she 
could hardly eat anything without bloating, 
belching, eructations, and generalized tender- 
ness in the upper abdomen. She was extreme- 
ly nervous and going down hill rapidly. Roent- 
genologic examination revealed a poorly func- 
tioning gall-bladder containing stones. She 
was slightly jaundiced. Cholecystectomy was 
done. Many dense adhesions were encounter- 
ed. There was marked hepatitis throughout 
the visible portion of the liver and moderate 
fibrosis of the head of the pancreas. The lymph 
nodes along the common duct were hard and 
large. Again this is the usual picture from 12 
years of infection of the biliary tract; further- 
more it illustrates the futility of trying to es- 
tablish a cure of chronic cholecystitis by cho- 
lecystostomy. It also demonstrates the won- 
derful recuperative and regenerative powers of 
the liver. In the past 10 months this patient 
has improved remarkably. She has gained 20 
pounds in weight and her general health and 
physical condition is much improved. 

Results: The end results of gall bladder 
surgery depend primarily upon the proper se- 
lection of cases, which is upon clinical pictures 
presented. Laboratory findings are of sec- 
ondary importance, and must be used only for 
corroboration. A patient with a low metabolic 
rate may show a positive Graham-Cole test 
that may disappear under medical treatment 
for the metabolic disorder. Likewise a pa- 
tient with clinicat cholecystitis may be reliev- 
ed by cholecystectomy, although repeated 
x-rays have revealed a normally functioning 
gall-bladder. 

Removal of the gall-bladder will give excel- 
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lent results in cholecystitis whether the out- 
standing symptom be pain or dyspepsia provid- 
ed the latter is definitely of cholecystic origin. 





DIAGNOSIS ‘OF EARLY 
TUBERCULOSIS 


CARL MULKY, M_D., F.A.C.P. 
Albuquerque, N. M. 


(Read before the New Mexico Public Health Society, May 


8-11, 1936). 


The importance of early diagnosis of pul- 
monary tuberculosis has been stressed so long 
and so often that one would think every 
physician would be constantly on the watch 
for tuberculosis suspects. Medical men, as a 
rule, are keenly alert for cancer and syphilis, 
yet many seem strangely hesitant to diagnose 
tuberculosis until forced by progressive symp- 
toms often obvious to the patient himself. 


Much has been said about the difficulty of 
recognizing early pulmonary tuberculosis. This 
is largely imaginary. With few exceptions, it 
can readily be detected in its early stages by 
methods at the command of any physician who 
is tuberculosis conscious. The failures are due 
more to not looking than to not knowing. If 
one is alert and does not carelessly disregard 
the characteristic symptoms very few cases 
will be overlooked. With a patient’s life at 
stake one should err on the side of over- 
caution, even at the risk of being phthisopho- 
bic, and suspect tuberculosis in all illness of 
obscure origin. 

No new methods have been devised for de- 
tecting tuberculosis in its incipiency. We still 
rely on clinical symptoms and physical signs, 
supported by x-ray and sputum examinations. 

A careful history is most important. The 
presence of certain cardinal symptoms is suf- 
ficient to make at least a tentative diagnosis of 
tuberculosis. 

Fatigue symptoms are nearly always pres- 
ent. The patient feels tired, and lacks his usual 
endurance. He is not always conscious of this, 
as sometimes a toxic nervousness stimulates 
him to increased activity, restlessness or in- 
somnia, to which he attributes his tired feel- 
ing. 

A cough, with or without expectoration, 
lasting longer than one month is always sus- 
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picious. It may not mean tuberculosis, but it 
usually means more than an ordinary cold, and 
should be investigated with tuberculosis in 
mind. 

Loss of weight comes from many causes, but 
unless it can be readily accounted for, tubercu- 
losis should be thought a possible cause. 

A persistent low grade fever, with afternoon 
rise and subnormal morning temperature, 
should be regarded as tuberculous until prov- 
en otherwise. 

Blood spitting of any amount more than 
streaks in the sputum, should always raise the 
suspicion of tuberculosis. 

Definite pleurisy with or without effusion, 
is indicative of tuberculosis in 90% of the cases 
which do not have such evident causes as 
pneumonia, lung abscess, bronchiectasis, mal- 
ignancy, injuries, etc. 

These are the 6 cardinal symptoms of pul- 
monary tuberculosis, and a combination of 2 
or more should at once arouse strong suspicion 
of tuberculosis. 

The most important physical finding is fine 
crepitant or moist rales. These are most often 
in the upper lobes and precede marked changes 
in breath sounds, resonance or voice conduc- 
tion. Dullness and broncho-vesicular breath- 
ing usually indicate old extensive lesions. 
While crepitant rales in the upper lobes are 
fairly conclusive of active tuberculosis, the 
failure to hear them does not rule it out. 
Small or deeply seated lesions may give no 
physical signs and fairly extensive lesions may 
be dry, or masked by coarse bronchial rales. 

X-rays of the chest should be taken in every 
case under consideration. Good stereoscopic 
chest films may reveal areas of tuberculous 
infiltration that are much too small or too 
deeply located within the lung parenchyma to 
give physical signs at the surface. On the oth- 
er hand, in node tuberculosis and certain types 
of basal lesions, the x-ray findings may be in- 
conclusive, even in the face of definite physical 
signs or positive sputum. By careful history 
and examination one should, in most cases, be 
able to make at least a tentative diagnosis of 
tuberculosis, and then resort to the x-ray and 
laboratory for corroborative evidence. With 
efficient laboratories offering easy short cut 
methods of diagnosis, we are prone to neglect 
the expert observations on which our pre- 
ceptors had to rely. 
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One should not wait for a positive sputum 
which means breaking down of lung tissue 
with liberation of bacilli. The careful physi- 
cian should in most cases be able to make a 
diagnosis of pulmonary tuberculosis before this 
occurs. 





PRACTICAL POINTS IN DIAG- 
NOSIS AND TREATMENT 
OF CYSTITIS 


A. WILLIAM MULTHAUF, M.D., F.A.C.S. 
El Paso, Texas 


(Read before the 54th annual session of the New Mexico 
Medical Society,May 8-11, 1936.) 


Cystitis is frequently seen by the general 
man; treatment is often impractical and the 
disease as a result is neglected. 

Diagnosis is sometimes difficult or impossible 
without the aid of cystoscopy. Nowhere in the 
urological tract do we see symptoms as char- 
acteristic of the pathological condition as in 
bladder diseases. The various conditions can 


be diagnosed with only a small percentage of 
error by careful evaluation of the symptoms 
and the findings of examination. 

The common most frequently seen cystitis 
in women has frequency of urination, usually 
diurnal, slight burning during and immediate- 
ly after voiding and vague discomfort in the 


groins. An abnormal amount of leucorrhea 
commonly exists and the external urinary 
meatus is deeply reddened. Introduction of 
the catheter except under local anesthesia is 
usually painful. The catheterized urine in the 
majority of instances is microscopically clear 
and sparkling. A finger in the vagina palpat- 
ing the urethra over the catheter finds distinct 
thickening and infiltration. The treatment of 
this is simple and immensely satisfactory. The 
urethra is dilated twice 5 days apart with 
sounds up to a 30 F. Usually on her 2nd visit 
she admits feeling greatly improved. On her 
3rd visit 5 days after the 2nd a wooden appli- 
cator tipped with firmly wrapped cotton well 
lubricated and saturated with 5 to 10% sil- 
ver nitrate, is inserted the length of the ure- 
thra and then withdrawn. This mildly cauter- 
izes the urethra and gives a topical applica- 
tion to the trigone always slightly involved. 
Three more dilations and cauterizations should 
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be carried out at weekly intervals. I believe 
the trouble is due to ascending infection from 
the vagina. The necessary gynecological check- 
up should be made at the first visit. 

The next most common condition in the fe- 
male bladder is cystitis associated with cysto- 
cele. Marked bulging of the bladder into the 
introitus occurs when the patient strains. Cath- 
erization following urination usually secures 
from a few c.c. to an ounce or more of residual 
urine. The symptom complex is comparable 
to the prostatic patient’s residual infected 
urine. It is a problem as to what advice to give 
this type of patient; I have made it a rule to 
advise against repair where possibility of preg- 
nancy exists because innumerable repaired 
cases going through full term pregnancies have 
the plastic work destroyed. 

The treatment, I think, simmers down to 
conservative measures for the relief of symp- 
toms. My routine gives gratifying results. I 
consider it folly to lavage acutely inflamed 
bladders with large quantities of irritating anti- 
septic solutions. The inflamed bladder is al- 
ready making violent spasmodie attempts at 
frequent urination to keep from being distend- 
ed. I use 7 to 15 c.c. of 1 to 10,000 potassium 
permanganate or 2% boric acid to cleanse the 
bladder. Following this, instillations of 7.5 c.c. 
of 5% argyrol, emulsified with an equal 
amount of sterile mineral oil is gently instilled. 
It is amazing how soon relief comes and how 
long the solution can be retained. This treat- 
ment should be carried on until the acute 
symptoms subside and the urine remains 
clear. 

Another form of cystitis usually easily diag- 
nosed is sub-mucous cystitis. The characteris- 
tic symptoms are a regular frequency both day 
and night. The pathology is below the mucosa 
and is, I believe, from foci of infection 
usually of the teeth. The urine is clear per- 
haps with an occasional blood cell. The pa- 
tients frequently volunteer the information 
that at times when forced to retain the urine 
longer than usual, bleeding occurred. This is 
classical, with distention of the bladder beyond 
its present capacity the mucous membrane 
tears where it adheres over the involved sub- 
mucosa. This accounts for the bleeding. Usual- 
ly following an occurrence of this type, the 
symptoms are allayed. The treatment consists 
in over-distending the bladder, gradually until 
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the capacity approaches normal. In addition 
the area involved should be fulgurated. 


Another distressing bladder condition is tu- 
berculous cystitis. It is secondary to tubercu- 
losis of the upper urinary tract. These pa- 
tients, common in the southwest, present most 
distressing symptoms of frequency, burning, 
pyuria, and dysuria. A treatment from which 
I get encouraging results is the use of 20% 
oleum-gomenol, as a bladder instillation. 
When this does not control the symptoms, I 
use a suspension of orthoform in oil, 1 dram to 
2ounces. An instillation in the empty bladder 
gives almost instant relief and lasts for several 
hours. 


A foul urine with history of hematuria indi- 
cates an advanced malignancy of the bladder. 


These are the bladder conditions most com- 
monly met with in general office practice. It 
is practical to institute internal treatment with 
alkalies, urotropin and the other urinary anti- 
septics. In the acute inflammations, try tri- 
tigen by mouth. This has seemed to quickly 
allay bladder tenesmus and frequency. 





Undescended Testicle Successfully 
Treated With Antuitrin ‘S”’ 


W. L. BROWN, M.D. 
El Paso, Texas 


A male, age 12, height 58.5 inches, weight 
113 Ibs., was the miniature duplicate of his 
father in build, height and overweight. 

He was short and thick, very heavy, fat 
over hips and pubes, no pubic hair, and an ex- 
tremely short and small penis. The left testicle 
was in the scrotum and appeared unduly small; 
right testicle could be felt at top of the inguinal 
canal and could not be brought down. Our 
impression was that it was smaller than the 
left testicle. 

Basal metabolic rate was minus one. Gen- 
eral physical examination was negative. Blood 
examination showed hemoglobin 70; red blood 
cells 4,300,000, white blood cells 7200, polys 60, 
small monos. 35, large monos. 3 and eosinos. 2. 

He was given hypodermics of antuitrin “S”, 
1 c.c. every 2nd day for 5 weeks without fur- 
ther local examination. The left testicle and 
penis then were definitely larger than before 
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and the right testicle was completely down in 
the scrotum, perfectly normal in size. 

This and observations of others indicate that 
young children with undescended testicles, 
should have the benefit of medical treatment 
before surgery is offered. Our experience with 
surgery has been unsatisfactory. 

We have no knowledge as to how much ear- 
lier than 5 weeks the descent of the testicle in 
this boy may have occurred. He was exam- 
ined by 3 of us on 2 occasions before treat- 
ment was begun, so there was no mistake 
about the undescended testicle, as all agree 
upon the position of the testicle. 





URETERAL STONE SIMULAT- 
ING INTRAPERITONEAL 
PATHOLOGY 


KEVIN D. LYNCH, M. D. 
ROBERT F. THOMPSON, M. D. 
El Paso, Texas 


A female, 28, Mexican, entered the hospital 
complaining of pain in the right lower ab- 
domen. For the previous 8 hours she had 
nausea but had not vomited. Ten days pre- 
viously she had a similar attack which lasted 
for several hours. Dysuria was experienced 
but not frequency. 





MARTINA PROVENCIO 


DR. ROBERT THOMPSON 


DEC. 9th, 1935 Be. 


- 











Examination: Temp. 99.6, pulse 80, Resp. 20, 
well nourished. There was appreciable tender- 
ness and rigidity in the right lower quadrant 
of the abdomen and slight tenderness over the 
right kidney. 

Urine was smoky brown and muddy in ap- 
pearance and contained albumin, R.B.C. 200- 
300 and W.B.C. 15, H.P.F. The blood had Hb. 
80%, W.B.C. 14,400; R.B.C. 4,000,000; Polys. 





432 


82%, Monos. 3%, Lymph. 15% and Kahn 4 
plus (2 examinations). 

The data strongly suggested appendicitis. A 
number 7 catheter advanced up the right ure- 
ter met a definite obstruction at about 20 cm. 
The wet plates showed a shadow that was pre- 
sumably a stone in the mid-portion of the ure- 
ter. The skiodan did not pass the obstruction 
and the kidney was not visualized. 

Two days later, a number 5 catheter was in- 
serted into the right ureter, which progressed 
20 cm. where it met definite obstruction. A 
flat plate showed the stone in the right ureter 
at the level of the 4th lumber vertebra. The 
ureter was tortuous below this point and none 
of the skiodan passed the obstruction. Opera- 
tion was decided upon. 

Operation: A number 5 ureteral catheter 
was inserted up the right ureter to the stone. 
Spinal anesthetic of spinocaine was given. 

A right rectus incision was made and an 
essentially normal appendix was removed. The 
peritoneum was closed and dissected away 
from the transversalis fascia. The ureter was 
located and the stone palpated in approximate- 
ly the location shown in the x-ray. A longi- 
tudinal incision was made in the ureter and a 
rough stone about the size of a good sized bean 
was removed. The ureter wound was sutured 
with fine interrupted catgut and a small piece 
of fat was anchored over it. 

Convalescence was stormy for a few days 
due to thrombotic pneumonia. Four weeks af- 
ter the operation she was up and about the 
ward with no complaint. The wound was in 
good condition and the drainage opening had 
been closed for some time. 

Pathologic report: Gross specimen consists 
of an appendix approximately 40 m.m. in 
length x 3 m.m. in diameter. There is con- 
siderable fat adherent throughout. The exter- 
nal surface is clear. The walls are thin and the 
lumen is small and empty. The mucosa is de- 
stroyed and the lumen is filled with fibrous 
tissue and fat. The outer coats are dense. Di- 
agnosis—obliterated appendix. 

Progress note: Patient reported for observa- 
tion one month after leaving the hospital; the 
wound was healed and she had no complaint. 
She was regularly obtaining anti-luetic treat- 
ment. 

Comment: The symptoms and physical find- 
ins on admission of the patient to the hospital 
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were more suggestive of appendicitis than of 
urinary lithiasis and at operation it was proven 
that she had no appendix trouble and did have 
a stone imbedded 20 cm. up in right ureter. 

This case strikingly illustrates that ureteral 
stones may simulate intraperitoneal disease; 
when the diagnosis of intraperitoneal disease 
is not conclusive urological investigation 
should be made before operating. 





MEDICAL ANNALS OF 
ARIZONA 


HEALTH AMONG THE NAVAJOS 


SIDNEY J. TILLIM 


(Concluded from October issue) 

The field physicians, with a few nurses, look 
after the school children in the day schools 
and visit sick Indians in their hogans. The 
field nurses do, and are in a position to do, a 
great deal of good as an educational force. 
Each should be provided with an interpreter- 
driver, in case of trouble with their cars while 
on some deserted road. Without an interpre- 
ter their usefulness is hardly half of what they 
could accomplish. The field physicians’, is the 
most expensive and the most useless form of, 
medical service contrived; three months of this 
work convinced me that it is a worthless, 
wasteful activity which does more harm than 
good. Field work in the Indian Service bears 
no resemblence to the old time country prac- 
tice. The physician cannot leave medicine to 
be taken at certain specific times because most 
Indians tell time by the sun; the Indian cannot 
be trusted with patent drugs because he is 
easily tempted to try getting well quickly, 
even though cautioned against taking an over- 
dose. Of course he may be contented with 
getting the medicine from the doctor and, hope 
to get well without using it. The physician 
can never be certain that his instructions were 
properly translated by the interpreter who 
generally has only about a sixth grade com- 
mon school education; it is difficult to trans- 
pose English into Navajo. They have a poor 
“sense of sickness,” unless the patient is mori- 
bund or shows some impressive symptom such 
as passing blood, hyperpyrexia, a convulsion, 
or suffers pain. As a physician, the field man 
can do no more than can an intelligent field 
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nurse, which is to encourage the really sick 
Indian to accept hospital care. These views 
are in accord with the views of other men in 
this type of work. The possible good work 
and educational value of a field nurse are 
easily seen, but in the light of the Navajo 
custom of traveling for many miles, in great 
numbers, to attend a “sing”, it is difficult to 
justify the wisdom of physicians hunting for 
patients. One of the most impressive ex- 
periences is the widespread unwillingness of 
the Indians to help in the conservation of 
means for the care of the sick provided by the 
government; they call for the doctor to see 
a patient at a hogan, whether it be two to 
three miles or 50 miles, without themselves 
attempting to bring the patient to the hospital. 
Yet, in nearly every such instance it means 
another patient for the hospital, unless the 
patient or the family decides to the contrary. 
In some sections of the reservation this ex- 
cessive catering is discouraged; in other sec- 
tions the practice is encouraged, even insisted 
upon, by the local superintendent. 


SUMMARY 
I have attempted to present an uncolored, 
descriptive view of health conditions among 
the Navajos—environment, habits, disease,and 
the agencies interested in these. I am con- 
scious that there may be some reflection of 
my feelings and views relating to this subject. 
Complete objectivity for one who has been 

part of the picture is difficult. 


APPENDIX 

From the minutes of the Navajo tribal council, 
llth session, July 7 and 8, 1933. Fort Wingate, 
N. M. From an address by Toadechenie Chischille, 
alternate from S. Navaio iurisdiction. 

“My friends, I come from way out back district 
of the Fort Defiance Jurisdiction, a place called 
Chin Lee. I wish to bring at this time the short- 
age that is existing out in that district in the way 


of hospitalizing people. Just recently I spent two 
weeks in the hospital and found out the conditions 


there and found out that they did not have the 
money to equip that hospital and it is not big 
enough to take care of the people from the res- 
ervation. It has two wards of only six beds and 
and in case of epidemics there it will not take care 
of the school children. Our agent at Fort De- 
fiance knows the condition out there and knows 
it is a thickly populated country and the hospital 
is too small. In years past Indians in general 
were somewhat backward in taking advantage of 
hospitals but now they will take more advantage 
of them and for that reason hospitals should be 
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enlarged and money should be appropriated to 
enlarga the hospitals. And I am pleading with 
you to do what you can on this. I know the con- 
dition myself and that is the reason I am bringing 
this up. Therefore I ask again and plead with the 
government and the commissioner and all of the 
staff of workers, to help eniarge this hospital at 
Chin Lee. 

“No doubt in other districts conditions are simi- 
lar to this and that is the reason I want to im- 
press the commissioner to do what he can to en- 
large this hospital for my people. Of course our 
Agents our telling us to educate our children and 
many other things in connection with that and 
they tell us to be healthy and bring up our chii- 
dren healthy and I am not only speaking for the 
Chin Lee district but for other places in the Chin 
Lee country. .I am speaking for my people here. 
Many of them have left already but I am talking 
for their benefit. I am speaking to all agents: 
Do all you can for my country along this line.” 
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SYPHILIS AND ITS TREATMENT: by William 
A. Hinton, M. D., Boston. The MacMillan Com- 
pany; New York; 1936; Price $3.50. 

The book is written with the theme that syph- 
ilis is a far more prevalent disease than is or- 
dinarily suspected and that practical syphilology 
is completely handled only by specialists in that 
field. The book is written in such language and 
style as to appeal to the average physician and 
should be of great benefit to general practitioners 
who have not had an opportunity to get the latest 
ideas upon the disease. 

The book has 321 pages and is divided into three 
parts: The manifestations of syphilis, treatment 
of syphilis and an appendix dealing with the la- 
boratory phases. The author lays special] stress on 
diagnosis. His treatment should be carefully read. 

The book is highly recommended because of 
the importance of the subject and the practical 
ideas thereupon. The printers have done a pleas- 
ing job. 
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OUR DUTY 

We edit on the theory, no matter who the 
author, that his paper has no right to occupy 
more space or to use more words, than neces- 
sary to state its facts and theories so as to be 
understandable to its readers. This is a busy 
world. Few of us get to do the slightest frac- 
tion of the things we’d like to do. The writer 
who uses an excessive number of words in put- 
ting over his message is a robber of his readers’ 
time and a confrere’s right to get his message 
into print. He robs also himself of prestige be- 
cause his lengthy article has few readers as 
compared to those his shorter article would 
have. Paper and the labor of setting type are 
both expensive. 


We are not captious nor frivolous with any 
physician’s “brainchild.” Our board of man- 
agers, however, has instructed us to “boil 
down” all articles as much as possible. We aim 
not to destroy or twist any author’s meaning 
nor to seriously alter his style. 

It is not unusual for us to delete sufficient 
words from an article of 12 to 14 pages to re- 
duce it to 6 to 10 pages with nothing being 
omitted except unnecessary words. From oth- 
er articles we are able to delete relatively few 
words. Our deletions are in inverse ratio to 
the care and time an author spends upon his 
paper. A year or more ago a certain author 
submitted a paper from which we deleted per- 
haps 25% of his words. This year he submitted 
another paper and the deletions were negli- 
gible. We probably save enough space of each 
issue to publish perhaps two short papers that 
would otherwise be crowded out. 

In the main our contributors have expressed 
themselves as appreciative of the vast amount 
of time we have spent in editing their articles 


so as to get their ideas across in the fewest 
possible words. Occasionally an author has 
said to us in effect, I wish my paper publish- 
ed exactly as I wrote it. Such an author cer- 
tainly does not understand the problems which 
confront us. 

He should realize that the editor takes the 
viewpoint of the reader as well as of the auth- 
or. 

Unless a paper has readers who understand 
it the author has failed in his purpose. The 
author therefore should regard the editor as 
his ally, his valued critic. The author who has 
written a great deal usually considers his se- 
vere critic as his excellent friend. The man 
who has not written much is prone to object to 
any criticism of his paper. The phyiscian who 
has written much ordinarily will say occasion- 
ally, “I appreciate your editing, but you have 
missed my point at one place or more as the 
case may be, please change as follows .. .” 


We remember so well that when we first 
wrote we were resentful when an editor made 
changes in our manuscript. Now we appreci- 
ate the editor who has the nerve to tell us of 
our mistakes or the changes which should 
make our meaning more clear to our readers. 

Medical literature is accumulating at a tre- 
mendous rate. The copies of medical journals 
of permanent value are those which are pre- 
served in libraries. Space in libraries is 
precious. 


We believe that articles merely reviewing 
the present status of a subject, and many pa- 
pers are entirely or largely of this type, pre- 
senting little or nothing original, are neverthe- 
less worthy of publication; but the authors 
should strive to use no more words than nec- 
essary to present the facts. 
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MEETING OF THE SOUTHWESTERN 
MEDICAL ASSOCIATION 


If the readers have taken notice of the last 
two issues of Southwestern Medicine they will 
have been informed that strenuous efforts have 
been made to have an unusual meeting on 
November 18, 19 and 20 in El Paso. The speak- 
ers are all outstanding clinicians of the United 
States from widely separated places that come 
with the idea of giving us the latest advances 
in medical science. For those physicians who 
may not know: this is an annual postgraduate 
medical course of three days intensive stuay. 
It will cost the small registration fee of three 
dollars plus your loss of time and necessary 
expenses to attend the meeting. No one of us 
can afford to miss it if it is at all possible to be 
there. The program committee has done an 
outstanding piece of work in arranging this 
program and if for no other reason we should 
attend to show our appreciation of their devo- 
tion to the association and of their hard work 
in arranging the program. 





SECRETARIES OF STATE MED'CAL 
ASSOCIATIONS AND EDITORS 
MEET 


The American Medical Association is again 
entertaining the secretaries of the state medi- 
cal associations and the editors of the state 
journals. This year’s meeting is November 16 
and 17 in the Association’s headquarters in 
Chicago. These are annual affairs for the good 
of organized medicine. 


The expenses of the secretaries and editors 
to the meeting are borne by the American 
Medical Association. Other officers of state 
medical associations are invited and urged to 
be present to participate in the meetings; but 
their expenses cannot be borne by the Ameri- 
can Medical Association. 

It has been our privilege to attend one of 
these; we look forward to this meeting with 
anticipation of a profitable two days. We urge 
the presidents and other officers of our associ- 
ations to attend if at all possible. 





An automobile emblem was lost or stolen from 
Dr. J. Rosslyn Earp’s car on September Ist out- 
side the Sandoval County Court House. Its reg- 
istered number (A.M.A.) is 54483. If this emblem 
is brought to any doctor’s office, he will please 
notify Dr. Earp at Santa Fe, N. M. 
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The next written examinations and review of 
case histories of Group B applicants by the 
American Board of Obstetrics and Gynecology will 
be held in the various cities in the United States 
and Canada on Saturday, November 7, 1936, and 
on Saturday, March 6, 1937. 


The. next general examination for all candidates 
(groups A and B) will be held in Atlantic City, 
N. J. on June 8 and 9, 1937. 


Application blanks and booklets of information 
may be obtained from Dr. Paul Titus, secretary, 
1015 Highland Bldg., Pittsburgh, Pennsylvania. 
Applications for these examinations must be filed 
in the Secretary’s office not later than 60 days 
prior to the scheduled date of examination. 





The Bureau of Human Heredity, 115, Gower 
Street, London, W. C. I., England is collecting 
from institutions and individuals well-authenticat- 
ed data on the transmission of human traits what- 
ever they may be. Pedigrees are particulariy de- 
sired; twin studies and statistical researches are 
relevant. Material should be given with all avail- 
able details in regard to source, diagnostic symp- 
toms and the name and address of the person or 
persons who vouch for accuracy. All such details 
will be regarded as strictly confidential. Reprints 
of published work are especially desired. Any such 
material in the possession of our members should 
be sent to the above address. 


The American Medical Editors’ and Authors’ 
Association is offering through its director Harold 
Hays, M. D., 133 E. 58th St., N. Y. C. to take arti- 
cles submitted on medical subjects and put them 
into shape for publication. This service is free of 
charge whether the writer is a member of the Ed- 
itors’ and Authors’ Association or not. They also 
will provide an author with the references which 
he desires, and which may be found in the New 
York Academy of Medicine. Dr. Hays has also ar- 
ranged for an outlet for non-medical articles which 
physicians may write and wish to have published. 

In the event that an article is accepted, there 
will be a 10% authors’ agent charge. It is said that 
submitting manuscripts to authors’ agents save a 
great deal of time and money to the author with 
the increased chance of its being accepted. 


A film on the technic of hernia injection has 
been prepared by the Farnslow Laboratory, Chi- 
cago, Ill., which will be loaned to any medical 
association wishing it. A six m.m. projection ap- 
paratus is necessary for its showing. 


The Volta Bureau should be known to every 
physician. The purpose of this organization is to 
gather and disseminate information and advice in 
regard to improving conditions for the deafened. 
It publishes a Journal, The Volta Review; its 
services are free. 

It happened to be our lot to be a sort of a 
medical sponsor for the Hard of Hearing League 
of Phoenix and because of this, we have become 
acutely interested in this problem. Physicians 
generally probably do not realize that the hard of 
hearing problem is an extremely acute one, much 
more than that of the blind or of the lame. When 
one has lost his hearing he is isolated from nor- 
mal society and most persons find it extremely 
difficult to obtain employment. The problem of 
deafness is one that should be studied by every 
physician. 
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A SANGUINARY CONFLICT 





“READ YOUR OWN BLOOD PRESSURE, 10c,” 
was the large sign in front of a device at Coney 
Island, pictured on this page, which has become 
the storm center of a legal battle. The State De- 
partment of Education has asked the Supreme 
Court to order this and other machines of the kind 
out of existence on the ground that their operation 
violates the State Medical Practice Act. Taking a 
blood pressure is argued to be a diagnosis of 2 
physical condition, and should not be done except 
by a physician. The maker of the machines has 
countered by filing an injunction to prevent inter- 
ference with his business, and the matter will be 
fought out in the courts. 

On August 12 an operator of one of the machines 
was arrested on a charge of practicing medicine 
without a license, and will soon be brought to trial. 
Any comment here on his guilt or innocence of this 
offense before the verdict would be in contempt of 
court, and the next issue of this department might 
have to be written in the calaboose, so nothing 
had better be said, perhaps, on that point. 

It would be easy to magnify the danger of this 
blood-pressure device out of all true proportion. 
Probably nobody with arteriosclerosis is going to 
burst a blood-vessel when he sees the pointer climb 
to some high figure on the dial. At the same time 
we all know that such a casual sidewalk reading 
is more likely to be wrong than right. The poor 
dupe who pays his dime may easily be so fidgety 
that he will show a higher pressure than he nor- 
mally has. Every doctor knows the excitable type 
of patient who has to be calmed down and put at 
his ease before taking the reading, or it will be too 
high. A leading Boston internist is quoted as say- 
ing that he takes three rapid readings in succes- 
sion in all cases and accepts the lowest systolic 
and diastolic as the fairest. 

Firing a Cannon at a Flea 

The Coney Island device came up in a conversa- 
tion at the New York Academy of Medicine a few 
days ago and a well-known physician said it re- 
minded him of an experience related by Heywood 
Broun, the columnist. It seems that Broun was 
having a physical examination, and noticed a slight 
lift of the doctor’s eyebrow as he took his blood- 
pressure. “What’s wrong, doctor?” “Oh, nothing.” 
“Why did you lift your eyebrow?” Well, your blood- 
pressure is just a little low, but not enough to 
bother about.” 

Nevertheless, it did worry him, and a few days 
later he decided to have another doctor go over 
him. Again, as he was taking the blood-pressure, 
the physician’s eyebrow arched a trifle. ‘What’s 
wrong, doctor?” “Oh, nothing.” “Why did you 
lift your eyebrow?” “Well, your blood-pressure is 
just a little high, but not enough to bother about.” 
The worry had done it. The fact is, of course, that 
the arterial tension is so fickle an affair that a de- 
vice like the one at Coney is worse than useless. 
To take a test after chuting the chutes, bumping 
the bumps, riding the merry-go-round, and filling 
up with hot-dogs and peanuts is like counting the 
pulse after a foot-race. But to get all steamed up 
over the imaginary perils of the machine is equal- 
ly too feverish. If some folks are scared into con- 
sulting a doctor, they may get a real examination 
and advice that will do them good. Too drastic ac- 
tion may be like firing a cannon at a flea—New 
York State Journal of Medicine, 36: Sept. 1, 1936. 





POST-GRADUATE CASE STUDIES 


On page 404 of the October issue of Southwest- 
ern Medicine is a case report with discussions by 
staff members of the El Paso City-County hospital. 
The autopsy report and Dr. Rawlings’ discussion of 
it were purposely withheld to permit the Phoenix 








SMOKING 
AGAINST 
DOCTORS’ ORDERS! 


T is easy to tell a patient to stop 
smoking, but it is often difficult to 
make him follow the advice. 


We do not advocate smoking against 
doctors’ orders, but we do say that if 
your patient insists on smoking, he 
should smoke a cigarette proved* less_ 
irritating. . 
Philip Morris, due to the use of di- 
ethylene glycol, are less irritating than 
ordinary cigarettes in which glycerine 
is used as the hygroscopic agent. 


* Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245 
Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154 
N.Y. State Jour. Med., June 1935, Vol. 35, No. 11 
Arch. Otolaryngology, Mar. 1936, Vol. 23, No. 3, 306-309 


Philip Morris & Co. Ltd. Inc. Fifth Ave.. N.Y. 


No claim is made that Philip Morris Cigarettes cure 
irritation, but glycerine, shown to be a source of irrita- 
tion and generally used in the manufacture of ordin- 
ary cigarettes is not used in Philip Morris. 














PHILIP MORRIS & CO. LTD. INC. 
119 FIFTH AVENUE NEW YORK 
Absolutely without charge or 3 gD of any 
kind, please mail to me 
* Reprint of papers from 

N. Y. State Jour. Med. 1935, 35— 


No. 11, 590; Laryngoscope 1935 XLV, 
149-154. Proc. Soc. Eas: Biol. and Med., 
1934, 32, 241-245. 


For m sy reveae use, 2 cen Wie of [] 


~ 














Philip Morris Cigarettes, English Blend 
SIGNED: 
ADDRESS 
CITY STATE = 























438 


Clinical Club to discuss the case before knowing 
the autopsy findings. The discussions of the Phoe- 
nix Clinical Club follow. The first discussion pre- 
sents the salient points of the record. Following 
these discussions, p. 444, is Dr. Mott Rawlings’ re- 
port and discussion of the autopsy. 

J. W. PENNINGTON: A slightly obese, Mexivan 
woman, about 50 years of age, had a slowly grow- 
ing swelling in the abdomen for 6 months. During 
the past 2 to 3 weeks she had colicky, knife-like 
pain. She was in fair general condition, tempera- 
ture of 103.6°, pulse 100, blood pressure 100/75 and 
respirations 30, slightly labored. The sclerae were 
slightly icteric. In the right upper quadrant was 
a large palpable firm, nodular mass, 10 cm, across 
which did not descend on respiration and which 
seemed to rise from the right kidney fossa. It was 
tender on palpation. There was a definite line of 
demarcation between the costal margin, and the 
tumor. A tentative diagnosis of hypernephroma 
was made. 

The gastric analysis showed retention. The to- 
tal and free HCl were within normal limits. Hem- 
oglobin was 97% and white count 9,000 with 56% 
polys. Kahn’s test was 4 plus at examination. Van 
den Bergh tests were negative. She had a vari- 
—_ temperature during her 2 weeks in the hos- 
pital. 

Gastrointestinal series showed almost complete 
6 hours retention. A pyelogram of the right kid- 
ney showed nothing abnormal. Soon after pye- 
logram, the patient developed a tremendous hyper 
pyrexia and died. 

In the differential diagnosis in this patient, one 
must take into consideration a renal tumor, gall 
bladder disease, liver abscess, ovarian cyst or tu- 
mor, abscess of the liver, gumma, carcinoma of 
the ascending colon, abdominal aneurysm, tuber- 
culosis of the colon, and retroperitoneal tumor. 


Empyema of the gall bladder ordinarily gives a 
smooth globular tumor, which would not extend 
into the kidney region. Gall stones can be dis- 
missed, as rarely does marked enlargement of the 
gall bladder occur with stones; one ordinarily ex- 
pects to find a thickened wall bound down with 
adhesions, making it impossible for great dilation. 

An abscess or cyst of the rght lobe of the liver 
has to be considered but with an abscess, luecocy- 
tosis would be expected. A cyst might be multi- 
locular and give the nodular feeel that this tumor 
presented but should feel tense rather than hard. 

An ovarian cyst or tumor on a pedicle could ac- 
count for a tumefaction in this area. However, this 
seems rather unlikely as this tumor could be pal- 
pated so definitely at the kidney region, and was 
apparently fixed; and usually a connection with 
the pelvic organs can be made out and the tumor 
would not. be fixed. 
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A gumma of the liver possibly could account for 
this mass; but I believe this can be dismissed, as 
there were no other manifestations of tertiary 
syphilis. 

A carcinoma of the ascending colon without 
blood in the stool or other gastro-intestinal symp- 
toms could account for obstruction of the pylorus 
(apparently due to pressure) and a mass in the 
flank. Mesenteric enlargements, cystic or malig- 
nant, would be more median in position and would 
not project intto the loin and they seldom resem- 
ble renal tumors. 

Abdominal aneurysm is rare, almost unknown in 
women and there would ordinarily be pulsation in 
the mass. 

Retroperitoneal tumors are 4 kinds. The kidney 
and adrenal tumors usually give symptoms which 





n Lifet ime 
DAUWIHinomeer 


The weight and bloodpressure readings are 
recorded with confidence because both 
instruments operate On the true-gravity 
principle which assures unvarying accuracy 
Smallest, Lightest, Handiest ... the KOMPAK 
Model, cased in Duralumin, is guaranteed 
against glass breakage for your Lifetime 


W. A. BAUM CO. INC. NEW YORK 








NEUROLOGICAL 
HOSPITAL 


Twenty-Seventh and The Paseo 
Kansas City, Missouri 
Modern Hospitalization of Nerv- 


ous and Mental Illnessses, Alco- 
holism and Drug Addiction. 


THE ROBINSON CLINIC 
G. WILSE ROBINSON, M. D. 
G. WILSE ROBINSON, Jr., M. D. 



































Not the Occasion 
for Compromise 


HEN THE new mother has passed 

through the first two stages of labor 
—her strength expended and her physical re- 
sources at an ebb—the outcome of her preg- 
nancy must not be compromised. Observing 
every precaution, the experienced physician 
chooses his pituitary extract with care. 


TUITRIN, the Parke-Davis solution of 

posterior pituitary U.S. P. is the original 
commercial pituitary extract. The greater portion 
of the clinical data reported in the literature has 
been based on this preparation. 


ECAUSE Pituitrin served to introduce 
B pituitary extract to the medical profession, 
and because of its subsequent wide-spread use, 
the name is occasionally misapplied to other 
pituitary products. Be certain that Pituitrin 
(which is prepared only by Parke, Davis & Com- 
pany) is supplied on all requisitions. Specify 
“*Pituitrin, P. D. & Co.” 


& 


PARKE, DAVIS &@ COMPANY 









































440 


allow a diagnosis. Diagnosis of a parietal or unat- 
tached retroperitoneal tumor usually is made only 
at operation or by a pathologist. Of 267 cases of 
non-renal-retroperitoneal tumors janalyzed, only 
47 were diagnosed prior to operation or death. 
These tumors occur twice as often in women, (178 
cases) as in men (82 cases). Fifty per cent of 
these tumors were lipomata. 

In a renal tumor the usual clinical symptoms and 
findings are hematuria, pain and tumor. Hema- 
turia is the initial symptom in about 40%, pain in 
30%, and tumor in 10%. This patient has pain 
and tumor, but no hematuria. This patient’s con- 
dition even with the negative pyelogram could be 
considered one of hypernephroma, 

Within the past 6 months I saw a middle aged, 
white woman, with a mass in the left side of the 
abdomen, which had been causing aching but with 
no hematuria. Pyelograms were negative. This 
patient was later operated. A large malignant tu- 
mor of the lower pole of the kidney was found. 

My first diagnosis is hypernephroma (a general 
term for all kidney malignancies); my second is 
tumor of the adrenal; and third carcinoma of the 
ascending colon. 

FRANK J. MILLOY: This history presents a 
case of a woman with an abdominal tumor which 
may be anybody’s guess on account of lack of path- 
ognomonic data. Therefore, ‘we are confronted 
undoubtedly with a malignancy which often pre- 
sents no pathognomonic signs except a nodular tu- 
mor. The problem to determine is the point of or- 
igin. Abdominal Hodgkins, malignant lymphoma, 
hypernephroma, lymphosarcoma and sarcoma as 
well as carcinoma must be considered. The clinical 
course of Hodgkins is usually not as rapid as this. 
The temperature suggests the Pel-Ebstein septic 
curve. But otherwise all other signs of Hodgkins 
and malignant lymphoma are lacking. Lympho- 
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sarcoma and sarcoma cannot be ruled out, but had 
they been suspected, the patient no doubt would 
have been subjected to x-ray therapy. Hyperne- 
phroma seemed the most likely diagnosis before 
operation but I doubt that it was correct. 

There is one important bit of information in the 
history: the complete retention of the barium mea] 
at the end of 6 hours. I believe that means an in- 
trinsic lesion of the pylorus. It is hardly possible 
that an extrinsic lesion would produce that much 
obstruction by pressure, the 600 c.c. of gastric con- 
tents on the test. meal signifies marked gastric re- 
tention. The free acidity does not eliminate gas- 
tric malignancy. I believe this patient had a gen- 
eralized carcinomatosis. The absence of jaundice 
rules out the head of the pancreas, although it 
could be in the body of the pancreas. I suppose it 
could also be in the gall-bladder but not in the 
bile ducts. Carcinoma has been reported as pri- 
mary in the liver; but I believe in this case the in- 
volvement of the liver is only metastatic. The high 
hemoglobin can easily be explained by the con- 
centrated blood serum due to dehydration as a re- 
sult of pyrexia and lack of fluid intake. The car- 
cinoma probably involves the pelvis and could be 
either primary or secondary. I believe it is sec- 
ondary. This would be a likely site of the Krunk- 
enburg type of ovarian carcinoma. My diagnosis 
is carcinomatosis—primary in the pylorus. My 
— choice would be primary carcinoma of the 
colon. 

HENRY LeROY FRANKLIN: The record points 
unmistakably to a tumor in the abdomen. The 
only question, as I see it, is what shall we call it. 

One consultant thinks it cancer of the stomach, 
but cannot harmonize such a lesion with the high 
gastric acidity and the almost normal hemoglobin. 
To this .I would add failure to find positive evi- 
dence by x-ray. 
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Another, considered hypernephroma, but he 
probably didn’t think so much about that diag- 
nosis after he saw the normal pyelogram. Such 
a tumor in most instances should cause some al- 
teration in the contour of the kidney pelvis. 

Pancreatic tumor, either solid or cystic, seems 
improbable because of location. 

Neoplasm or abscess of the liver or gall bladder 
would appear to be stronzly probable, in view of 
the icterus, were it not for the fact that the tumor 
mass does not move with resniration and seems to 
be below the liver. 

New growths of the veritoneum and intestines 
are considered. Not much can be said for or against 
them with infcrma’icn siven. It would be of in- 
terest to know if there was fluid in the abiomen, 
and if so its character, also something about the 
bowel history and what the operation 6 years ago, 
was for. 

She probably had syphilis, and had a general 
glandular enlarzement. What is the connection? 

One consultant thouzht syphilis out of the pic- 
ture so far as the present condition is concerned. 
I am not so sure about that. Even if it does not 
account for the abdominal tumor, it may have 
some bearing on the glandular enlargement and 
riod pathology as evidenced by the slight jaun- 
ice. 

Another physician suggested liver abscess. The 
description does not seem to make such a lesion 
likely. Then there is no leucocytosis, which one 
would expect in a liver abscess. 

T have saved for the last what I think to be the 
best guess, i. e., a lymphosarcoma, springing from 
the retroperitoneal kidney region. As frequently 
happens, a fly gets into the yicture, and this fly 
is the blood count. It should be higher with pre- 
ponderance of lymphecytes. There is also good 
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hemoglobin, which also raises doubt. However, 
the blood picture is sometimes very little altered 
in such conditions. 


The stomach retention and the liver dysfunction 
may well be due to pressure by the tumor. A 
tumor of this general type could account for the 
glandular enlargement. Otherwise, it is hard to 
get away from our old friend, syphilis. 

My guess: (1) Lymphosarcoma; ‘2) Gumma. 

W. L. REID: This is a most unusual case. I 
wonder if we are entitled to make a vositive diag- 
nosis from the data at hand. She was orerated 
for an abdominal tumor 6 years be‘ore her last 
illness. What was the nature of the tumor? Wwe 
can only speculate. It was probably a _ uterine 
fibroid, but it could have been an ovarian mali- 
gnancy. 

Again the abdomen was said to be markedly 
distended. Distended with what? Gas? Fluid? 
Tumor? Or combination? Was there any appreci- 
able amount of ascites found? There is no record 
of abdominal paracentesis. 

Let us consider the rrobabilities. She had a 
painless swelling of the abdomen for 6 months 
prior to her hospitalization. That statement is 
decidedly against an inflammatory process. M>re- 
over there was no appreciable leucocytosis. 

I believe therefore the evidence points to a new 
growth. If it is a new grow‘h it is likely malitnant 
because of its rapid fatal course. A pyeld"ram re- 
vealed a normal right kidney and the physical 
examination localized the mass in the ritht upper 
quadrant under the costal margin. The x-ray 
showed evidence of pressure at or near th2 pylorus. 
The pathology could therefore be either in the 
liver, or the gall-bladder area or, if arising pos- 
teriorly, it could have originated from the right 
adrenal. If the mass were slightly nearer the 
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pylorus it could be of gastric origin, but I am in- 
clined to rule out stomach. Tumors of the left 
lobe of the liver, however, are easily confused with 
gastric carcinoma. Definite impairment of liver 
function would be in favor of direct liver involve- 
ment; but a liver function test was not done. 
Syphilis of the liver must be considered. It is 
hard to distinguish from cancer but hepatic syph- 
ilis occurs far less frequently than hepatic cancer. 


While portal cirrhosis cannot be completely rul- 
ed out, she should have had a consistent jaundice 
from the beginning of the illness, the spleen should 
have been enlarged, and the clinical course should 
have been much longer in duration. 

Liver abscess is a possibility but not a proba- 
bility because she would likely have had more 
pain, fever and leucocytosis had this been true. 
Moreover, liver abscesses are not usually hard, 
firm and nodular as was the mass described. 

Carcinoma of the gall-bladder must be seriously 
considered because of the position of the mass, the 
slight jaundice, the localized “colicky” knife-like 
pain, and the apparent pressure at the pyloric 
outlet. 

A tumor of the hepatic flexure of the colon 
should be mentioned. I believe, however, that the 
X-ray examination would have given a clue if 
there had been pathology in the colon. 

A dermoid cyst can be ruled out by the relative- 
ly short period of her fatal illness as can- hydatid 
cyst -and amyloidosis. The location, contour, and 
consistency of the mass is against a cyst of the 
head of the pancreas. A carcinoma of the head of 
the pancreas would have produced more jaundice. 

I believe that most of the evidence points to a 
malignancy of the gallbladder or left lobe of the 
liver, most likely carcinoma. And since the patient 
had syphilis my second choice would be syphilitic 
cirrhosis. (See autopsy report on page 444.) 


The following case is for discussion by the Phoe- 
nix Clinical Club on November 16th. The physi- 
cians of our district are invited to discuss this case 
and send in their manuscripts for publication in 
December. 

A 59 year old citrus grower entered the hospital 
Nov. 22 with the following history: burning in the 
abdomen for 3 years; vomiting for several weeks; 
unable to take food on account of “acidity;” fre- 
quent dark bloody stools for several weeks; loss 
of 40 pounds in weight in the last 3 months; feels 
badly; throughout the last 3 years he has had 
recurring spells of epigastric distress coming on 
2 to 3 hours p. c. and always relieved by the next 
meal; he was frequently awakened after midnight 
with distress relieved by milk or some other 
food; he consulted several doctors who usually 
gave him alkaline powders which always relieved 
for varying intervals. Two years ago it was dis- 
covered that he had a strongly positive Wasser- 
mann and he had several courses of neo-arshena- 
mine, mercury and bismuth. About 2 weeks be- 
fore entering the hospital the pain in the epigas- 
trium became almost constant and he vomited 
everything he ate. 

Past history: He had a hard chancre 30 years 
ago and a nasal operation in 1928; his wife had 
several miscarriages, usually at 3 to 4 months of 
gestation. 

Examination: Fairly well nourished male; slight 
evidence of loss of weight; head and neck nega- 
tive; brachial vessels roll under the finger tips; 
no thyroid enlargement; no tracheal tug; lung ex- 
pansion normal; no rales; heart sounds present; 
no murmurs; BP 130/70; pulse 70 to 92; temp. 
98.6; respiration under 28. There is moderate 
tenderness in the epigastrium on deep pressure; 
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liver, spleen and kidneys not palable; skin clear; 
no jaundice; no pigmentation; no glandular en- 
largement. 

Neurological examination: Right biceps reflex 
absent, left and both triceps present; pupils ir- 
regular but react to light and accommodation; 
both knee jerks absent; both Achilles jerks ab- 
sent; no clonus; no Babinski; erector spinal ab- 
sent he does not respond to questioning but is 
cooperative with limitations; incoherent; coord- 
ination tests unreliable; depressed. 

Laboratory: Red cells 3,432,000; Hgb. 60%; 
6,500; lymphs 26; polys, 74; urine 1022; slight 
trace of albumin; sugar negative; occasional hya- 
line cast; pus cells 1-2; occasional red cell; phen- 
olphthalein elimination 1st specimen 100 c.c. 20%, 
and 2nd, 250 c.c. 22144%; cholrides 550 mg.; urea 
19 mg.; NPN 23 mg; creatinine 1.2 mg; blood 
Wassermann negative; spinal fluid no increase in 
pressure; 10 cells mostly lymphocytes; Wasser- 
mann 4-plus; slight increase in globulin; gold 
0001211000; Edwald 6 oz. One night aspiration 
total HCl 27: occult blood positive; microscopical 
negative. Barium meal outlined the stomach which 
was hypoasthenic; both curvatures seemed to be 
smooth; no excessive peristalsis; no barium thru 
the plyorus up to 6 hours. 


Impression was that there might be a malign- 
ancy involving the duodenum with pyloric ob- 
struction. 


He was placed on regular Sippy treatment for 
ulcer with pyloric obstruction, three ounces of 
milk and cream every hour from 7 A.M. to 7 P.M. 
with alkaline powder on half hours and gastric 
lavage at 9:30 P.M. All pain was immediately re- 
lieved with this regime, but nothing seemed to 
leave the stomach which had to be pumped out 
every afternoon and at bed-time. He passed 500 
c.c. urine daily so that water at least passed 
through. He was also given bismuth intraven- 
ously. With enema, he had daily bowel movements. 
Sour stomach frequently developed in the after- 
noons. He would vomit as much as a quart unless 
the stomach was pumped out 2 or 3 times between 
3 P.M. and midnight. : 

On Dec. 2 he became irrational. On Dec. 3 hic- 
coughing began and carbon dioxide was admin- 
istered. On Dec. 4 hiccoughing was more contin- 
uous and he was slightly more irrational. He 
began to be restless but not enough to require 
sedatives. About 11:30 A.M. on Dec. 4 he had a 
sudden, general marked cyanosis; pulse imper- 
ceptible, entire body rigid and respirations ap- 
parently ceased. In about 15 minutes color grad- 
ually returned and pulse was 74 of good quality. 
1000 c.c. of 10% glucose was administered intra- 
venously. Hiccoughing ceased after this spell. Dur- 
ing the afternoon had frequent muscular contrac- 
tions of the face and extremities. He had several 
light attacks of cyanosis and collapse during the 
evening and the twitchings became convulsions. 
Pulse did not become accelerated at any time. 
About 1:15 on Dec. 5, he again became suddenly 
cyanotic, pulse became imperceptible and respira- 
tions ceased; he was bathed in cold perspiration, 
and died suddenly. 
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PUBLIC HEALTH NOTES 


J. ROSSLYN EARP, Dr. P. H. 
Director, New Mexico State Bureau of 
Public Health. 


The Rocky Mountain Tuberculosis Conference 
was highly successful. Among the galaxy of dis- 
tinguished visitors were the chief exponents of the 
two liveliest controversies in the field of tubercu- 
losis. Doctor J. A. Myers of the University of 
Minneapolis presented the need for epidemiolog- 
ical control brilliantly without raising a conitro- 
versial issue. Doctor S. A. Petroff listened to Doc- 
tor H. J. Corper’s conclusions about the fixity of 
the avirulent strains of tubercle bacilli and even 
heard Doctor Corper propose to give them a name 
to themselves—microbacterim nusquam phimatio- 
sis if I remember correctly—without making any 
commentt; Doctor Corper successfully eluded 
the challenge to divulge the secrets of his experi- 
mental material. If the journalist in your corre- 
spondent was cheated the scientist was not. Ex- 
cellent papers were read and will be sought for 
publication in this journal. Doctor Corper was 
elected president for the ensuing year. 

Dysentery research: The summer’s finding have 
not been tabulated, but Doctor A. V. Hardy pre- 
sented round figures with conclusions as to their 
significance and the indications for further study 
in a conference with the staff of the New Mexico 
Bureau of Public Health. Bacteriological studies 
have been made of some 400 cases of diarrhea and 
of 500 family contacts. Three stool specimens were 
taken from each case and from each contact. Also 
stool specimens were examined from about 1000 
individuals representing the healthy population of 
selected areas. The generosity with which the gen- 
eral public contributed stool specimens was a 
pleasant surprise. 

The incidence of cysts of E. hystolitica among 
the general population is surprisingly high—from 20 
to 30% in Indian pueblos and almost as high 
among the Spanish speaking white population. 
Craig’ gives the incidence in the United States as 
from 5 to 10%. It is surprising that so few cases 
of amebic dysentry are reported. One wonders 
how many cases never come to the attention of 
the medical profession. Hookworm ova and ascaris 
ova were discovered, each in one specimen only. 
A few pinworms were found and a very few small 
tapeworms. 

About 5% of those sampled was found to carry 
dysentery bacilli. Specific bacilli were isolated from 
about one-third of all cases of diarrhea and from 
more than one-half of the fatal cases. Most of 
these bacilli belong to the Flexner-Sonne group, 
about one-third being Sonne. A score or so or- 
ganisms have been isolated which belong to the 
Shiga group by cultural characteristics but they 
have not yet been tested against specific serum. 

Not one-half of the stool specimens bacteriolog- 
ically positive showed the blood and mucous char- 
acteristic of dysentery. In view of this Doctor 
Hardy urged, and those at the conference agreed 
with him, that the common practice of giving an 
initial purge with castor oil is extremenly dan- 
gerous. In view of the elaborate technique neces- 
sary to isolate the organisms of dysentery it is 
impossible for the laboratory to report back to the 
practicing physician in time to influence his treat- 
ment of any given case. We ask for specimens in 
order that we may know what is the prevailing 
picture in each community. Particularly we are 
anxious for specimens in the winter months when 
diarrhea is not so common and hence there is 
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danger of overloading the laboratory. It is im- 
portant to know what proportion of winter diar- 
heas are due to dysentery bacilli. 

Some 300 organisms of the Salmonella family 
have been isolated and are still being made to 
jump the bacteriological hurdles. We have still to 
learn much not only about this particular sample 
but also about the pathogenicity of the whole 
family. Bowcott and McNee’ have just reported 
from England a human infection with a member 
of this group that causes hog cholera in America. 

Pneumonia: When these notes appear the pneu- 
monia season will be upon us. Two recent publica- 
tions*‘ on the serotherapy of pneumonia appear 
to me to be of such importance that I shall be 
glad to help any physician to get copies should he 
have difficulty in doing so. They also may be 
borrowed from our library. 

The following table shows that even the re- 
corded rates for New Mexico are well in excess of 
those for the United States even though in New 
Mexico many pneumonia deaths must be hidden 


amongst those from causes unknown. 
PNEUMONIA DEATH RATE PER 100,000 POPULATION 
All Forms Lobar Pneumonia 
New Mexico = - A. New Mexico 
1 


1.2 
36. 4 38.6 
43.3 50.5 
58.4 


The higher proportion of lobar pneumonia to all 
pneumonia deaths in New Mexico during 1934 and 
1935 is propbaly atributable to more accurate re- 
porting. 
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Meeting of El Paso City-County Hospital 


(Autopsy Findings on 
western Medicine). 


(Continued from October issue) 


DR.RAWLINGS: Dr. Waite did an autopsy on 
this case and it showed a mass partially encircling 
the stomach beyond the antrum, but without com- 
ing in any way from the mucosa itself. There was 
a mass which involved entirely the gall bladder 
and it was carcinomatous in origin and everything 
else about the post-mortem examination was neg- 
ative. The diagnosis was primary carcinoma of 
the gall bladder with metastasis encircling the 
stomach. 

This is a very interesting case. S. Weiss in “Dis- 
eases of Liver, Gall Bladder and Pancreas” says 
that 5 to 6% of all carcinomas in the human body 
occur in the gall bladder. 

It. is 5th in the order of malignancies of the di- 
gestive organs. The organs rank as follows: stoim- 
ach, cecum, rectum, esophagus, gall bladder, liver, 
and appendix. Carcinoma of the gall-bladder is 3 
to 4 times as frequent as is carcinoma of the bile 
ducts. 

Smithies in an estimate in 1000 cases of gall 
bladder diseases of various types found the inci- 
dence of cancer to be 3.1%. Of this 2.3% were pri- 
mary carcinomas and 0.8% secondary. An out- 
standing feature noted by many observers, is 
gall stones in primary carcinosis of the gali blad- 
der. Others have varying figures. Kaufmann quot- 
ing data from Basel autopsies shows that in 86% 
of primary carcinomas gallstones are present in 10 
to 12% of all individuals examined after death 
and that well over 50% of all individuals at 
autopsy examinations show gall bladder disease. 
Most of these carcinomas have a tendency to start 
in the fundus, though in almost all cases, as shown 
by Futterer, the cancer involves the entire organ. 
making it difficult to decide its origin. Adhesions 
to the colon with perforation to these organs may 
result. Slade showed that in 58% of cases in which 
a marked inflammatory thickening of the walls of 
the gall bladder was found, carcinoma cells were 
present. 

Rolleston believes that the calculi predispose to 
fresh attacks of cholecystitis, thereby producing a 
pre-cancerous condition of the gall bladder. 

Metastases occur to the liver in over 50%of all 
cases. In 30 cases, there was secondary involve- 
ment of lymph nodes in 11 cases, liver 8, pancreas 
6, stomach 2, and the omentum and hepatic flexure 
1 each. Symptoms are those of cholecystitis and 
stones plus adhesions. 

Bret in 1898 and Jourdan in 1896 showed the 
interval between the first attack of colic and de- 
velopment of carcinoma to cover periods of 20 and 
25 years respectively. Early symptoms are gastro- 
intestinal disturbances, belching, vomiting and an- 
orexia, loss of weight, pain and at times colic, 
while only later in the disease does a tumor reveal 
itself. With time, the tumor is apt to increase and 
become nodular. Jaundice is the outstanding symp- 
tom and is usually persistent. There may be an 
associated catarrhal cholangeitis. Ascites may be 
present. 

During the course of suppurative acute peri- 
hepatitis, peritonitis, peri-duodenal abscess, cho- 
lecystitis, thrombosis of portal veins and lateral 
sacculation may occur. Often secondary involve- 
ment of other organs produce the outstanding 
symptoms. According to these, Schmidt has des- 


case report in October issue South- 
. 4 
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ignated 5 types of carcinomatous disease of the gall 
bladder; hepatic, cholangeitis, peri-duodenal, sto- 
machic and intestinal. The urine shows bile and 
the feces an absence of urobilinogen. 

Diagnosis: It is easy in the presence of cho- 
lelithiasis and severe cholecystitis, to overlook a 
cancerous condition. However, when we remember 
that approximately 5% of all cases of gall stoncs 
have cancerous gall bladders, we must think of this 
condition more often. The average age is 50 to 57. 
A febrile course is often present. The condition 
must be differentiated from cancer, amyloid, 
echinococcus cyst and carcinoma of the head of 
the pancreas. 

There is little treatment. Laparotomy is usually 
advised, if patient’s condition will permit it. 

Roentgenography of the gall bladder and di- 
gestive system, as well as duodenal intubation and 
careful studies of stool and urine are absolutely 
necessary aids to any diagnosis, while a careful 
evaluation of history, physical findings, course of 
disease and laboratory data will aid in making the 
diagnosis, 

The case before us was peculiar in that the out- 
standing feature was an obstructive lesion of the 
pylorus of the stomach with a mass in the right 
hypochondrium. There was no record of bile in the 
urine, nor of its absence from the stool in the form 
of urobilinogen. The hemoglobin and red cell 
count were virtually normal and the gastric con- 
tents were not low in acidity. The patient’s loss of 
weight was not extreme. 

Jaundice and some fever was the only consistent 
feature beside the presence of the tumor itself that 
should have made us suspect the correct diagnosis. 


ARIZONA NEWS ITEMS 
Dr. and Mrs. Kramer M. Gilbert of Chandler, 
Ariz., spent a part of the summer in San Diego 
and Long Beach, Calif. They returned home early 
in October. 





The Arizona medical auxiliary sent a group of 
15 of its members to Prescott to assist in organ- 
izing an auxiliary of the Yavapai County Medical 
Society. Mrs. James M. Meason of Chandler, Ariz., 
president of the state auxiliary headed the Mari- 
copa group. 


Dr. F. W. Butler of Safford recently treated an 
11-year-old girl who was bitten by a black widow 
spider. The newspaper account is that he had to 
work with her several hours before she was out of 
danger. 


Dr. Fred G. Holmes has been elected to the 
board of the Young Men’s Christian Association 
of Phoenix. 


Dr. Guy C. French spent a short vacation in 
Prescott during the latter part of September. 


Dr. Robert Flinn has given several most inter- 
esting addresses before service clubs in Phoenix 
upon the European situation. We were fortunate 
enough to hear one of these and it was received 
with tremendous appreciation. 


Dr. George A. Hays, state epidemiologist ad- 
dressed the 18th annual convention of the Arizona 
State Nurses Association. He reported that 10 per 
cent of the 2500 school children who have al- 
ready been tested in Yavapai county acted posi- 
tively to skin test for tuberculosis and 60 per 
cent of these were found to have demonstrable 
infection of the lungs. 


Dr. A. N. Crain, member of the Maricopa county 
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health unit has given physicial examinations to 
athletes of a number of the high schools of Mari- 
copa county. 


Dr. George O. Bassett of Prescott, addressed the 
Arizona State Nurses Association upon the subject 
of “Embolism.” 


Dr. E. D. Berends, psychiatrist at the Arizona 
State Hospital, was recently married to Lucille 
Burrell of Tucson, Arizona. They spent their 
honeymoon at the Grand Canyon. 


Dr. Geo. F. Manning, director of the health unit 
of Gila county has been conducting baby clinics 
throughout the county, especially in the destitute 
sections. 


Dr. Fred C. Jordan, president of the Orpheus 
club during the past year, presided at the last 
meeting of the club during the latter part of Oc- 
tober. At this meeting he was elected to the board 
of the club. 


Dr. C. E. Yount of Prescott, addressed the Ari- 
zona State Nurses Association upon the subject 
of “First Aid Stations.’ 


Dr. Will Wilkinson spent part of the summer 
in Los Angeles and there met 3 of his old class 
mates, Drs. Frank E. Delting, E. H. Wiley and 
Franz H. Brant, now located in Los Angeles and 
had lunch with them in the Los Angeles County 
Medical building. 


Dr. Fred E. Cooley, who is an interne in Fresno, 
Calif., spent a few days in Phoenix visiting with 
his parents, Mr. and Mrs. Fred Cooley of 845 N. 
4th avenue. 


Dr. Harry D. Atwood of Ajo, Ariz., has been re- 
cently elevated to the post of chief-surgeon for the 
Phelps-Dodge Cornelia Branch at Ajo, Ariz. 


Dr. A. M. Tuthill attended a meeting of the 
American College of Surgeons at Philadelphia and 
the semi-annual meeting of the Adjutant Generl- 
als Association and the annual convention of the 
National Guard Association of the United States 
at Providence, R. I. He also conferred with the 
war department officials in Washington, D. C. 


Dr M. G. Fronske of Flagstaff, Ariz., was called 
to St. Louis because of the death of his father. 
Dr. Fronske has just returned from Phoenix where 
he had been attending a conference of the excu- 
tive board of the Boy Scout organization in Ari- 
zona. 


Dr. O. B. Patton has resigned as chief-surgeon 
of Phelps-Dodge, Cornelia branch of Ajo, Ariz. 


Dr. C. R. Swackhamer of Superior, Ariz., was in 
Phoenix during the early part of October and he 
called into the editorial office to see how the work 
on SOUTHWESTERN MEDICINE is coming along. 


Dr. R. J. Stroud addressed the Tempe Rotary 
and Lions clubs about his travels in Europe. He 
has a large number of pictures he took, both still 
and motion, which he will be showing in the near 
future, The talk which we were privileged to hear 
was extremely interesting and much enjoyed by 
the audience. 


Mrs. Dede Jeffries, wife of Dr. C. D. Jeffries, of 
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Williams, Ariz., died October 9, 1936, after a ling- 
ering illness. She was a graduate of Stanford 
university in the class of 1911. A son, Clymer, is 
a senior in the University of Arizona. 





Dr. D. R. Gaskins and Dr. Kim Bannister tied 
in the 2nd and 3rd flights respectively in the re- 
cent Phoenix Golf Tournament. 


BOOK REVIEWS 


A TEXTBOOK OF OBSTETRICS: By Edward 
A. Schumann, A. B.; M. D., F.A.CS., Prof. of Ob- 
stetrics, School of Medicine, University of Penn- 
sylvania; Surgeon-in-Chief, Kensington Hospital 
for Women; Gynecologist and Obstetrician to 
Philadelphia General and Memorial hospitals; Ob- 
stetrician to Chestnut Hill Hospital; Consulting 
Gynecologist to Frankfort, Jewish, Burlington 
County and Rush Hospitals; 780 pages with 581 
illustrations on 497 figures; Philadelphia and Lon- 
don: W. B. Saunders Co., 1936; cloth, $6.50 net. 

The book has everything to be desired, com- 
pleteness, simplicity of style, clearness and a 
thoroughly sane presentation of this exacting field. 
Much of the unimportant theoretical material 
found in larger volumes has been omitted making 
it a less ponderous but extremely more practical 
text. The newer thoughts and practices in obstet- 
rics are accurately reflected. 

An admirable chapter is devoted to “Analgesia 
and Anesthesia in Obstetrics.” X-ray pelvimetry 
is described fully, the reader being left to his own 
judgment as to its value. Chapters on the “Con- 
duct of Normal Labor,” “Toxemias of Pregnance,” 
and the “Obstetrical Forceps” are forcefully pre- 
sented with no trace of ambiguity or excessive 
wordiness. 

The book is an admirable addition to the ob- 
stetrical literature. Student, practitioner, and 
— will find its fine presentation truly sat- 








A MANUAL OF PHARMACOLOGY by Torald 
Sollmann, M. D., Prof. of Pharmacology and Ma- 
teria Medica in the School of Medicine of Western 
Reserve University, Cleveland, Ohio: Fifth Edition, 
entirely reset; 1190 pages with 22 illustrations; 
Philadelphia and London, W. B. Saunders Co.: 
1936; cloth $7.50 net. 

Dr. Sollmann’s Pharmacology has been a stand- 
ard text in medical schools for so long that prac- 
tically every physician now practicing is familiar 
with it. Prof. Sollmann has probably been the 
leading pharmacologist in America for the last 
30 years. He has always kept in mind the prac- 
tical importance of drugs as therapeutic agents; 
therefore, the book is especially practical for phy- 
sicians and should have a wide sale. 


SURGICAL CLINICS OF NORTH AMERICA: 
Issued serially, one number every other month; 
Volume 16, New York Number, June, 1936; 277 
pages with 179 illustrations; Paper $12.00; Cloth, 
$16.00 net; Philadelphia and London; W. B. Saun- 
ders Company, 1936. 

This number has the usual selection of excellent 
subjects and discussions. One of the most inter- 
esting articles in this volume is “Pneumococcus 

VII Septicemia, Secondary to Paranasal 
Sinus Infection following Trauma.” The patient 
suffered a fracture of the base of the skull through 
the petrous portion of the temporal bone. He 
also had a fracture of the mandible and forearm. 
The petrous fracture seemed to have acted as a 
direct pathway of infection from the nasopharnyx 
to the mastoid, with the production of an acute 
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mastoiditis and a secondary sinus thrombosis re- 
sulting in bacteremia which produced an acute 
aortic endocarditis providing a source of contin- 
uous bacterial supply into the general circulation, 
This strain of pneumococci rarely produces bac- 
terial endocarditis. The accident which he suffer- 
ed was directly responsible for the spread of the 
pneumococci, although he had harbored them in 
his system all along. 

There are other articles worthy of study. There 
are 22 interesting and instructive articles in this 
volume. 





PRINCIPLES OF BIOCHEMISTRY: by Albert P. 
Mathews, Andrew Carnegie, Professor of Biochem- 
istry, University of Cincinnati, Cincinnati, Ohio; 
William Wood and Company; Baltimore; 1936. 

Physicians generally are recognizing that a large 
part of the practice of medicine is founded upon 
the biochemistry of the body and that a funda- 
mental knowledge in this is equal in importance 
to that in anatomy. Dr. Mathews has been teach- 
ing physiological chemistry for nearly 40 years. 
He recognizes the difficulty of the subject and the 
inadequacy of the training of many of the stu- 
dents to fully comprehend it and the importance 
of their being well grounded. He has written this 
book so as to simplify the subject as much as 
possible. 

There are six parts to the book: Chemistry and 
Metabolism of the Glucides, Chemistry and Meta- 
bolism of the Lipides, Chemistry and Metabolism 
of the Proteins, The Special Chemistry of Im- 
portant Tissues, and The Catalytic Agents of 
Growth and Development — Vitamins and Hor- 
mones. 

Probably no man on the American Continent is 
so well qualified as A. P. Mathews to write a book 
of this type. We recommend the book to all phy- 
sicians. It would be well to place this on the bed- 
side table for frequent excursions into it during the 
sleepless nights. 

The books contains 512 pages, but it is light in 
weight therefore easy to handle. The publishers 
have done their work in a most commendable 
fashion. 





DIET IN SINUS INFECTIONS AND COLDS: by 
Egon V. Ullmann, M. D., Formerly special lecturer 
for Biology at the Oregon State College; Instruct- 
or at the First Medical Clinic (Prof. Hajeck) at 
the University of Vienna, Assistant Physician at 
the Otolaryngological Clinic (Prof. Neumann) at 
the University of Vienna, Member of the research 
staff of the State Serum Institute of Austria. 

Dr. Ullman’s book is based upon the thesis that 
too much acid-ash food tends to predispose to 
colds and sinus infections. It is largely an exposi- 
tion of the doctor’s own experience. He forbids the 
use of canned foods, table salt, salted butter, al- 
cohol, candies, sardines, smoked meats and fish, 
bacon, ham, sausages, herring, caviar, pickles, cat- 
sup, highly seasoned sauces, spiced cheeses, pre- 
served olives, salted almonds, crackers, salt sticks 
and hot biscuits. He limits the amount of meat 
to 16 ounces per week. He orders one potato (not 
fried) to be eaten with every main meal, luncheon 
and dinner. He recommends one ounce of sugar 
and allows one cup of weak tea or coffee per day. 
He says one should drink a quart of milk and a 
pint of cream per day and recommends raw milk 
from reliable cows. He also prefers buttermilk, 
kefir, yogurth, cottage cheese, and Philadelphia 
cream cheese. He recommends plenty of fresh 
fruits and vegetables; he lets his patients choose 
their own vegetables and says that preserved 
fruits must have no acid in them. 








